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TO COMBAT ALL TYPES OF ANAEMIA . 


PROLIFEX 


TABLETS 


& Each tablet represent) : 
Proteolysed Whole Liver : Proveolysed Liver powder (equivalont te 
Fortified with Vit. B-Complex 2p. fresh liver) 
Including Folic Acid Vit. By. 
Vit. C and Iron ; Vitamin Ba 
Niacinamide 
Vitamin Bg 
Pantheno! 
BENGAL IMMUNITY CO., PTD. Folie Acid 
153, Dharamtala Street, Calcutta- 
Ferrous sulphate ( exsiccated ) 
Cobalt nitrate 


822822223328 


Ext. equivalent orally to 
300 gm. of Fresh Liver 
with all its Factors 
Fortified with Vit. B,, 
30mcg-and Folic Acid 


Issued iff 2 mi. Ampoules in Boxes of 6, 12 & SO 
and Rubber-Capped Bottles of mi. & 10 mi, 


i 
For Intensive Treatment Of Anaemia 
: 
Each mi. Contains : 
SSS Proteolysed Whole Liver & 
SS 
SS 
SS FORTIFIED WITH VITAMIN B,, ; 
GENGAL IMMUNITY LTD. 
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SULFAMETHOXYPYRIDAZING 


Lederk: 


It is the first long-acting antibacterial sulfonamide 
available for clinical use 


A new low-dosage, 


long-acting sulfa drug 


92] lower dosage 
than that of other 
commonly used sulfas ! 


LEDERKYN is 
unique among 
sulfa drugs: 


Its low “} Gm.-a-day“ dosage means better tolerance 
and less likelihood of side effects ; 
4. . Its rapid absception and slow excretion mean high 
- blood levels for long periods { 
Published reports show the superiority of LEDERKYN |, 

brand over earlier sulfonamides ~ * Tablets of 0:5 Gm. 


Round-the-clock therapy with } Gm. a day 
commencing with an initial dose of 1.0 Gms. * Bottles of 6 tablets 


LEDERLE LABORATORIES (INDIA) PRIVATE LIMITED, P.0.8. 1994, BOMBAY | 
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Forms a protective coating on 

the stomach and intestines, 
saves mucous membranes from nn! 
irritation, regulates gastric 
flow, heals up ulcer and helps 
digestion. Bismozyme is thus 
a valuable aid to the treatment 
of all varieties of gastro- 
intestinal disorders. 
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CAPSULES 


Each capsule contains: 
CHLORAMPHENICOL 250mg. Calcium Pantothenate U.S.P. 5 mg. 


VicaminB; BP, Folic Acid BP. mg. 


Pyridoxine Hydrochi. B.P.C. Img. Vitamin Bi2 B.P. Smeg. 
Nicotinamide BP. VitaminC ~~ BP. SOmg. 


Packings: Bottles of 12 and 100 sealed Capsules 


addition 
* LEVOMYCETIN POWDER (Aromatises) 


-«& new form of oral 

‘ CHLORAMPHENICOL THERAPY 
for the convenience of 
every.doctor and every child 
Each 20 G. of the Powder contains 2.6 G. of Chloramphenicol » 
Palmitate, equivalent to 1.5 G. of Chloramphenicol 6.P. 
Packings: | x 20 G. and 10 x 20G. ie 


J ® 
* LEVOMYCETIN capsuLEs 

Each containing 250 mg. of Chloramphenicol 8.P. eG 

Bottles of 12'and 100 sealed 


NEO-PHARMA PRIVATE LIMITED 


Kasturi Bulldings,Churchgate Reclamation, Bombay-! 
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‘RESISTANCE’ PROBLEMS 
ARE PAST PROBLEMS WITH... 


brand of furazolidone 


RELIEVES SYMPTOMS RAPIDLY 
SAFE 
BACTERICIDAL—NOT BACTERIOSTATIC 


‘Furoxone’ remains effective against organisms that have developed 

resistance to non-nitrofuran agents, and seldom evokes bacterial resistance. 
Indications — bacillary dysentery, bacterial food - poisoning 

and non-specific diarrhoeas 


SMITH KLINE & FRENCH (INDIA) LTD. 
( Incorporated in India with limited liability ) 
141 Fort Street, Bombay ! 

Distributed by Pharmed Private Ltd. 
Bombay — Delhi — Calcuzta — Madras 


*PUROXONE?’ is a trade mark 
IND, PAT. NO. 56634/S6 
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IN PRENATAL SYNDROME 
IN PREMENSTRUAL TENSION 
IN PRE & POST OPERATIVE CONDITIONS 
Each tablet contains 
PHEN obarbitone ..........- 
DOSAGE : 


IN RHEUMATIC DISORDERS 
Three Tablets a day one at each meal 


Particulars from : 


FRANCO-INDIAN PHARMACEUTICALS PRIVATE LTD., 


Bapnu Ghar, Hornby Vellard, BOMBAY 18. 
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Multi-vitamin-cum-mineral 


combination of Vitamins, 
Minerals and Lysine Mono Hydrochloride 
is an ideal preparation indicated 

in Pregnancy and Lactation, promotion 
of growth in children and other 
dificiency conditions due to lack of 
Vitamins and Minerals. 


@Litereture on request 
Presentation : Bottles of 112 mi; & 450 mi, 


Each 4 mi. contains : 
( Approximately one Teaspoonful ) 


Vitamin A 1300 1.U. 
Vitamin D2 666 1.U. 
Vitamin Bi 8.P. 5.3 mg. 
Riboflavine (Vitamin B2) 8B.P. 1.3 mg. 
Nicotinamide B.P. 33 mg. 
di. Panthenol 0.66 mg. 
Pyridoxine 
Hydrochloride B.P.C. 0.13 mg 
Vitamin C BP. 13.0 mg. 
Vitamin Bi2 US.P 2.5 meg. 
Calcium Gluconate BP. 13.0 mg. 
RMANDELWAL LagonaTones Calcium Lactate BP. 13.0 mg. 
PRIVATE LTD. pos Hypophosphite B.P.C. 100 mg. 
nesium 
ART, Kalachowki Road, Hypophosphite B.P.C. 2.5 mg. 
Bombay 12 Ferrous Gluconate B.P. 6.5 mg. 
Lysine Monohydrochloride 13 mg, 


In a non-syrupy base 
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Multifungin 


\ Antimycotic 


Ludwigshafen-on-Rhine, Germany 


Details from: 


BOEHRINGER-KNOLL LIMITED 


UNITED INDIA BUILDING, SIR PHEROZSHAH MEHTA ROAD, BOMBAY 1 


Sole Distributors : RALLIS INDIA LTD,, Pharmaceutical Division, P. 8. No. 299, Bombay 1 
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Pleasant tasting... ZEISS 5 | ' d i n g 


ag 4 rol Micromanipulator 


TRADE MARK* FOR MICRURGICAL WORK, INJECTIONS, 

the effective but AND OPERATIONS ON LIVING CELLS, 
gentle laxative, is suited BACTERIA ETC. MANIPULATION IS POS- 
to all your patients SIBLE WITH RELIABILITY AND EXACT- 
who need relief from NESS AT LOW, MEDIUM, AND HIGH- 

acute constipation. _ POWER MAGNIFICATIONS : 


Elimination is 
comfortably achieved 
by mild, positive 

peristaltic action, 
without urgency, 
griping or interim 
discomfort. 


VEB Carl Zeiss JENA 


GERMAN DEMOCRATIC REPUBLIC 


Sole Agents in India: 
GORDHANDAS DESAI PRIVATE LTD. 
(Tel. No, 251418) 

PHEROZSHAH MEHTA ROAD, BOMBAY I 


“trade mark “AGAROL"” owned by: 


WARNER-LAMBERT PHARMACEUTICAL COMPANY Branches : 
kin * (incorporated in U.S.A. with limited liability) P-7, MISSION ROW EXTENSION o « « « CARLCIITA<9 
‘ 22, LINGHICHETTY STREET  MADRAS-1 


4/2B,, ASAF ALI ROAD, “JWALA MANSION’ NEW DELHI 
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A double-pronged attack 


soframisone 


COLLYRIUM 


Composition 
Soframycin 1% 


Hydrocortisone 1% 
in isotonic suspension 


Indications 
Blepharitis @ Conjunctivitis @ Keratitis 
(exeept herpetic and tuberculous) @ Iritis 


Iridocyclitis @ Corneal injuries 
Post-operative ocular care 


Dropper vials of 3 cc. 
LES LABORATOIRES ROUSSEL 


Laboratoires Francais de Chimiotherapie 
PARIS - FRANCE 


ROU SEL Particulars and supplies from: 
FRANCO-INDIAN PHARMACEUTICALS 


PRIVATE LTD. 
Bapnu Ghar, Hornby Vellard, Bombay 18. 
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Earl : 
SUBNORMAL 
PERSONALITIES 


Their Clinical Investigation and Assessment. 


By c. J. C. Earl, F.R.C.P.1., F.B.Ps.S., D.P.M, 

Late Medical Superintendent, Monyhull Hospital, Birmingham. 
With additional material by H. C, Gunzburg, M.A., Ph.D., 
F.B.Ps.S. 

Consultant Psychologist, Director of Psychological services, 
Monyhull Halli. 

Foreword by Kenneth Soddy, M.D., D.P.M. 

Physician, Department of Psychological Medicine and Lecturer 
in the Medical School, University College Hospital, London. 


The book is a distillate of much of the clinical 
experience and wisdom of one who had, perhaps, the 
most original mind of all those who have, up to now, 
engaged in the studies of subnormality, Its publication 
should result in a massive overhaul of current methods 
of ascertainment of educational subnormality and of 
ineducability,—a major reform which will have been 
achieved completely in line with Earl's own life work. 

Primarily addressed to psychiatrists and clinical 
psychologists, this new work will also provide an appre- 
ciation of the problems these patients present to 
psychiatric social workers, educational psychologists, 
clinicians and otherworkers in the various fields of 
applied psychology. 


Coming Shortly 
Nicholls’ 
TROPICAL NUTRI- 


TION and DIETETICS 


By Lucius Nicholis, C.M.G., B.A., M.D., B.C. 

Late Director of Bacteriological and Pasteur Institutes and 
Director of Division of Nutrition, Ceylon. 

Revised by H. M. Sinclair, M.A., D.M., B.Sc., M.R.C.P. 
Late Director of the Oxford Nutrition Survey and of the 
Laboratory of Human Nutrition, University of Oxford. 

and D. B. Jelliffe, M.D., M.R.C.P., D.C.H., D.T.M. and H., 
F.A.P.H.A, 

SNICEF Projessor of Paediatrics and Child Health, Makerere 
College, University College of East Ajrica, Kampala, Uganda. 


The complete revision of a book which has become 
a classic in its field. 


The continuous and rapid progress of research into 
aspects of the subject has necessitated that every part 
should be scrutinised and revised to embrace new 
developments, as well as the numerous changes which 
have been brought about since the publication of the 
last edition. 

Everyone who has to deal with the health of those 
living in tropical countries will find in this book valu- 
able information of use in their day-to-day activities. 


4th Edition, 470 pages, 65 tables, 17 plates, Price 50s. 


16 illustrations. Price 30s. 


BAILLIERE, TINDALL & COX 


7 & 8 HENRIETTA STREET, LONDON WC 2 


336 pages. 


‘IMPLETOL?’ 


NEURAL THERAPEUTIC 


for the 
treatment 
of 


functional and organical headache, functional disturb- 
onces after head injury, neuralgia, sciatica, rheumatic 
complaints, angina pectoris, asthma, chronic affections 
of the stomach and gall bladder, sympathicus neurosis. 


Original Packings: 
10 ampoules of 2 c.c. 
S ampoules of 5 ¢.c. 


» Bayer« 
Leverkusen, Germany. 
, Sole Importers in India 
CHOWGULE & CO. (HIND) PRIVATE 
P.O. Box 1478, Bombay 1 
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composure restored... 


‘DRINAMYL’ 
TABLETS 


SMITH KLINE & FRENCH (INDIA) LTD. 
( Incorporated in India with limited liability ) 


141 Fort Street, Bombay |! 

Distributed by Pharmed Private Ltd. 
Bombay — Dethi — Calcutta — Madras 
“Drinamy!’ is a trade mark 
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in all acute and chronic infections of the 
intestinal tract and urogenital system 


for pre- and post-operative anti-infective 
prophylaxis in surgery on such systems 


SULFAMYCETINE 


Mathiatni 


tablets 


syrup 
Sole Distributors 


_ RANBAXY & COMPANY PRIVATE LTD. tx 


Branches : BOMBAY, “ALCUTTA, DELHI, KANPUR MADRAS 


a 
KEMPLIVITE 
an effective 
Each capsule contains: and complete oral anti-anaemic 


Liver extract derived from 1.5G of fresh eparation containing all 
liver and having Vitamin 812 activity oe blood forming substances 
equivalent to 0.5 mcg. of Cyanocobalamin including Iron, Liver, Folic acid, 
ANEURINE HYDROCHLORIDE BP. 85 MG. Vitamin Bi B complex and 
. trace elements, in every capsule 
POUIC for all common types of anaemia. 
VITAMIN B12 
ASCORBIC ACID 
FERROUS SULFATE 8.?. 
COBALT CHLORIDE 
MAGNESIUM CHLORIDE 
MANGANESE SULFATE 8.P.C. 
SODIUM MOLYBDATE 


**Elphin House” 
Old Prabhadevi Road, Bombay 28, 


x chloramphenicol + 
+ sulfamethytpyrimidine 
q 
every 
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AVAILABLE> 


DICRYSTICIN-S 


Combination of Penicillin and Streptomycin 


One dose vial contains 
300,000 units procaine penicillin G 
100,000 units sodium penicillin G 

0.5 Gm. streptomycin 


Box of 10 vials 


AMBISTRYN -S 


Streptomycin Sulfate Squibb 
is now marketed under the above brand name 


When you prescribe Ambistryn-S you are assured of 
the Squibb quality of Streptomycin Sulfate 


| Gm., box of 10 vials 


Squibb Quality— 
the Priceless Ingredient 


SARABHAI CHEMICALS sarnova 


Koromchond Premchond Private Limited 
MANUFACTURERS OF SQUIBB MEDICINALS IN INDIA 
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TRUSTED DETTOL 


helps to prevent infection 


® Washing and disinfecting hands 


® Pre-operative skin disinfection—and 
wherever there is danger of infection 


© Hypodermic injections 


® Disinfection of instruments 


® Obstetrics and gynaecology 


FREE write for special literature 


ATLANTIS (EAST) LIMITED (Incorporated in England) 


JWTAEL 4851 
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CHLORAMBIN for both 


THE ANGLO-FRENCH DRUG CO. (Estn.) PRIVATE LTD. | 


24/26, TARDEO ROAD, BOMBAY 7 


Since Entamoeba histolytica attacks not 


blood stream, also other vital organs 
like the liver and lungs, a preparation 
having both local and systemic action is 


CHLORAMBIN is such a preparation 
controlling the run away bowel action 
of amoebiasis smoothly and without 
any undesirable side effects. 


amoebic dysentery 
and extra 
intestinal amoebiasis 


Each sugar coated tablet of CHLORAMBIN contains: 
Chloroquine Phosphate B.P. . 66 mg. 
Bismuth N-Glycoly! Arsanilate N.F. 0.132 Gm. 
Di-lodohydroxyquinoline B.P. .... 0.2 Gm. 
Niacinamide B.P. wee 
Available in bottles of 25 and 100 tablets. 


MANUFACTURED BY: 


only the intestinal walls, but through the 


required to effectively treat amoebiasis. 
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for over 50 years 
the widespread use of 


reflects 


the high reputation earned among doctors 
and patients in India for this bland, 
non-staining iodine ointment 


Made in India by 


SMITH KLINE & FRENCH (INDIA) LTD. 
(Incorporated in England with limited liability ) 


141 Fort Street, Bombay | 


Distributed by 
Pharmed Private Ltd. 
Bombay — Delhi — Calcutta — Madras 


*1ODEX'’ is a trade mark 
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An old 
hematinic compound 
with the modern touch 


Available in bottles 
of 280 c.c. containing a 
pleasantly flavoured 


syrup 


Particulars from: 


FRANCO-INDIAN PHARMACEUTICALS PRIVATE LTD. 


Bapnu Ghar, Hornby Vellard, BOMBAY-18. 
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To cure quickly and 
successfully Bacillary 
Dysentery, Food poisoning and 


other infective diarrhoeas 


COMPOSITION 
Each 30 ml. approximately contains : 

Neomycin Sulphate B. P. 0.30 gm. 

(Containing 0.21 Gm. Neomycin Base). 

Succinylsulphathiazole B.P. 3.00 gm. 

Phthalylsulphathiazole B.P. 4.50 gm. 

Pectin N.F. 0.30 gm. 


YS 2 Kaolin B.P. 2.70 gm. 
Ba Sodii Benzoas B.P. 0.35%, 


G, D, PHARMACEUTICALS PRIVATE LIMITED _‘I1/!, NIVEDITA LANE, BOROLINE HOUSE @ CALCUTTA-3 


Promotes digestion 
and nutrition 


Aminozyme 


CONTAINS: 


Amino acids, B vitamins, vitamin C and enzymes 
in a non-alcoholic and non-sugar base. 


Entrozyme 


CONTAINS: 
lodochloroxyquinoline, phthalyl- 


sulphacetamide, sulphaguanidine, 
B vitamins and diastase. An efficient remedy 
for dysenteries and 


STADMED PRIVATE LIMITED 


a House of Aminozyme constipating effect 
CALCUTTA-20 
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ND IMPROVED ORAL DIVRETI 


BENDROFLUAZIDE 


APRINOX is 100 to 200 times more potent than 
Chlorothiazide, (about 10 to 20 timés more 
i tent than Hydrochlorothiazide). It has a 
onger duration of action, so that only a single 
daily dose is needed for initial treatment and 
once or twice weekly for maintenance; and it 
reduces the risk of significant potassium loss 
during treatment. 
APRINOX is supped as tablets of 2°5 mg. and 
5 mg. in bottles of 10, 25 and 100. 


APRINOX OFFERS GREATER EFFICIENCY 
AND SAFETY AT LOWER COST 


BOOTS PURE DRUG CO. (INDIA) PVT. LTD., 17, NICOL ROAD, BOMBAY - 1. 
‘a r NATIONAL BA 160 
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A new 
Phials of preparation for 
20, 100 & 500 capsules successful treatment 
of amebiasis 


Tablets (in strip packing) & Capsules. 
Each tablet or capsule contains : 

ledochloroxyquinoline ... 0.25 gm. 

Allium Sativum (garlic) ... 0.12 gm. 


Addition of Allium Sativum (garlic) increases 
ameebicidal action of lodochloroxyquinoline. 


4 


STANDARD PHARMACEUTICAL WORKS LTD, 
67, Dr. Suresh Sarkar Road, Caleutta-14 


COMPOUND 


COMPOSITION 
Each 28 (fl. oz.) Contains : 


wonicotinic Acid Hydrazide 
Ferrous Gluconate 


Palatable 


in ORIENTAL PHARMACEUTICAL INDUSTRIES LTD. 
64-66, Tulsi Pipe-Road, Mahim, BOMBAY 16. 
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MEDIASTINAL EMPHYSEMA 
T. S. KOSHY, m.r.c.p. 


X. J. ANKLESARIA, mMR.cp. (epIn) anpD GEORGE CHERIAN, >. 


Mediastinal emphysema is one of the rare 
causes of acute pain in the chest. Nevertheless 
its recognition is important because it may mimic 
the commoner conditions which produce severe 
chest pain. 

An excellent review of the condition has been 
given by Hamman (1945). According to him air 
may reach the mediastinum (1) along the fascial 
planes of the neck, (2) through a perforation of 
the trachea, bronchus or oesophagus into the 
mediastinum, (3) from the retroperitoneal space, 
and (4) from the interstitial tissues of the lung. 
Interstitial emphysema of the lung is commonly 
caused either by trauma or increased intrapulmo- 
nary pressure as occurs when a person strains 
with the glottis closed or when there is partial or 
complete occlusion of the trachea or bronchi in 
association with cough. Occasionally it may 
occur due to spontaneous rupture of the alveoli. 
The air which thus enters the interstitial tissue of 
the lungs will then track along the pulmonary 
vessels and enter the mediastinum. This process 
continues as long as there is a pressure gradient, 
and the pressure in the mediastinum may rise so 
high that it may cause circulatory embarrassment. 

In the majority of cases only a small amount 
of air escapes into the mediastinum. This is why 
in many instances mediastinal emphysema is a 
benign condition. The commonest presenting 
symptom is pain. The pain is generally retro- 
sternal or precordial, coming on suddenly, and 
thus may simulate the pain of angina pectoris or 
coronary thrombosis. It is also of importance to 
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note that these two conditions may occur together. 
Two cases have been reported in the literature 
where mediastinal emphysema was precipitated by 
an attack of acute left ventricular failure following 
coronary thrombosis (Danish, 1954 ; Nash, 1957). 
The pain may be mild or severe and may show 
radiation to the shoulder or back. Other symp- 
toms such as dyspnoea, sweating, palpitation and 
swelling of the neck due to subcutaneous emphy- 
sema may also be present. 


There are several signs which are helpful in 
the diagnosis. These according to Hamman (1945) 
are: (1) obliteration of the cardiac dullness, 
(2) subcutaneous emphysema, (3) characteristic 
crackling or crunching sounds, synchronous with 
the heart beat heard on auscultation over the chest 
(Hamman’s sign), (4) pneumothorax, (5) evidence 
of increased mediastinal pressure such as dysp- 
noea, cyanosis or engorged veins, and (6) x-ray 
evidence of air in the mediastinum. Pneumotho- 
rax occurs very often with mediastinal emphy- 
sema and when it occurs, it is nearly always left- 
sided. 


Several case reports of this condition have 
appeared in the medical literature, but to our 
knowledge only two cases have so far been re- 
ported from India (Chakraborty, 1951 ; Gupta, 
1946). It is quite possible that many cases are 
missed because of the paucity of clinical signs. 
This paper describes four cases of mediastinal 
emphysema seen over a period of three years at 
the Christian Medical College Hospital, Vellore. 
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Case REPORTS 


Case 1 (I.P. No. 63700)—An 18 year old boy was ad- 
mitted with a history of having developed severe sub- 
sternal pain two days previously. There was no history 
of any apparent precipitating cause. The pain came on 
suddenly one night while he was sitting in a cinema 
hall. At the time of admission he was extremely 
dyspnoeic, but not cyanosed. 

On auscultation of the chest, there were fine crack- 
ling, crunching sounds, synchronous with the heart beat 
and audible over the left parasternal area. P-A and 
lateral chest x-rays (Fig. 1A and B, vide Plate) showed 
air in the mediastinum but no evidence of air in the 
root of the meck. He was put to bed and sedated. As 
a spontaneous rupture of the oesophagus was considered 
a possibility, the patient was fed through a Ryle’s tube. 
The pain and dyspnoea gradually improved and after 
two days the patient felt quite well. A chest x-ray at 
this time showed no air in the mediastinum. He was 
discharged from the hospital after a week. 


Case 2 (1.P. No. 20444)—A 36 year old man was 
admitted to the hospital for seminoma of the testis. He 
also had a palpable mass in the upper abdomen which 
was thought to be due to metastasis in the para-aortic 
lymph glands. However, to assess the nature and care- 
fully locate this swelling, a presacral air insufflation was 
done using 400 ml. of air and the abdomen x-rayed. Later 
that night the patient started complaining of pain and 
a feeling of tightness in the chest. By next morning, 
Hamman’s sign was present. He had also by then 
developed subcutaneous emphysema of the meck and 
upper part of the chest wall. X-ray showed the 
presence of air in the subcutaneous tissues of the neck 
(Fig. 2, vide Plate). He was put to bed and symptoms and 
signs of mediastinal emphysema disappeared in two days. 
He was subsequently operated on successfully for the 
seminoma. 


Case 3 (LP. No. 35396)—A 23 year old woman was 
admitted with severe retrosternal chest pain which started 
abruptly 8 hours before. There was no known precipi- 
tating cause and the pain started while the patient was 
resting. A P-A chest x-ray showed no air in the medias- 
tinum. On auscultation of the chest, crunching sounds 
synchronous with the heart beat were heard to the left 
of the sternum. The pain gradually improved after the 
patient was put to bed, but did not disappear entirely 
for three days and during all this time a positive 
Hamman’s sign was present. Apart from rest no parti- 
cular treatment was given. For three days following ad- 
mission the patient was fed through a Ryle’s tube. 


Case 4 (I.P. No. 20911)—A 31 year old man came to the 
hospital complaining of a crushing pain in the centre 
of the chest. He gave a history of having been an in- 


patient in a tuberculosis sanatorium three years before. 
On examination, he was not dyspnoeic but was in pain. 
On auscultation of the chest, the characteristic crackling, 
crunching sounds were audible just to the left of the 
sternum. A chest x-ray showed no air in the mediasti- 
num. There was a pneumothorax on the left side. The 
x-ray also showed bilateral healed tuberculous foci. 
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DISCUSSION 


Many case reports in the literature have refer- 
red to the condition as spontaneous mediastinal 
emphysema. Macklin (1939) feels, however, that 
a careful examination will reveal in most, if not 
all, cases some precipitating factor or other. In 
Case 1 and Case 3 of our series, we were unable 
to find any precipitating cause and we feel justi- 
fied in labelling these as ‘spontaneous’ in origin. 
If spontaneous rupture of pulmonary alveoli can 
occur, then it follows that air can also enter the 
mediastinum in the same way. In Case 2, there 
was an obvious precipitating cause, the air having 
reached the mediastinum from the retroperitoneal 
space. Similarly, in Case 4 it is likely that air 
from the left pleural cavity reached the mediasti- 
num by rupturing the pleura. Some authorities 
(Hamman, 1945) feel however that although air 
when under tension in the mediastinum may 
rupture into the pleural cavity, the reverse situa- 
tion hardly ever occurs. No clear explanation is 
available as to why, when these two conditions 
are associated, the pneumothorax is nearly always 
on the left side. 


All our four cases showed a positive Hamman’s 
sign. Especially when there is no subcutaneous 
emphysema evident in the neck, we feel this 
auscultatory sign is most important in the clinical 
diagnosis of mediastinal emphysema. It is useful 
to bear in mind that sometimes the sounds may be 
so faint that the condition may be mistaken for 
a pericardial friction rub. 


Only two of our four cases had radiological 
evidence of presence of air in the mediastinum. 
In the other two cases no lateral chest x-rays were 
taken. Generally it is this view which shows the 
presence of air to the best advantage. The diag- 
nosis in all our cases was made on clinical exam- 
ination and other tests were used only to confirm 
the diagnosis. 


In the majority of cases no treatment is neces- 
sary except rest and sedation. If there is any 
possibility of a ruptured oesophagus, the patient 
should have feeds through a Ryle’s tube or by the 
parenteral route. In the present series, none of 
the cases needed anything further than this. If 
however, the pressure of air in the mediastinum 
becomes so high as to produce circulatory embar- 
rassment, then surgical interference is called for. 
The simplest procedure possible is needle aspira- 
tion of the air (Gumimber and Cutler, 1941 ; 
Heald and Wilder, 1949). Other procedures 
adopted are cervical mediastinotomy (Rydell and 
Jenning, 1954) and tracheotomy (Pecora and 
Hockwald, 1958). When a tension pneumothorax 
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underwater drain may prove life saving (Aisner 
and Franco, 1949). 


SUMMARY 


Four cases of mediastinal emphysema are pre- 
sented. The aetiology and clinical features of the 
condition and the possible lines of treatment are 
discussed. 
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RENAL AMYLOIDOSIS : 
A CLINICOPATHOLOGIC STUDY OF 
21 CASES 
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Department of Medicine 


f AND 
R. M. L. MEHROTRA, ™_., PH.D. (LONDON) 


Department of Pathology and Bacteriology 
g Medical College, Lucknow 


Since the introduction of renal biopsy several 
reports have appeared demonstrating the high 
incidence of renal amyloidosis in the aetiology of 
nephrotic syndrome. During a period of 4 years 
(1956-59) we came across 21 cases of renal amylo- 
idosis out of 110 patients with nephrotic syndrome 
who were subjected to renal biopsy. These cases 
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were thoroughly investigated and in some, even a 
long-term follow-up was also possible. 


MATERIAL AND METHOD 


All the cases were admitted to the medical 
wards of the Gandhi Memorial and Associated 
Hospitals, Lucknow. They were examined clini- 
cally and investigated with respect to complete 
urine analysis and estimations of haemoglobin 
value, erythrocyte sedimentation rate, and serum 
proteins, serum cholesterol and blood urea levels. 
The electrophoretic study of serum and urinary 
proteins was done in 12 cases according to Durham 
technique, using Shendon’s apparatus. Congo red 
test was done in 8 cases. In all instances the 
diagnosis of amyloidosis was made by kidney 
biopsy performed according to the technique of 
Gupta et al (1957). 


CLINICAL FINDINGS 


The ages of the patients varied from 15 to 66 
years (Table 1) ; the maximum incidence being in 
the age group 13 to 30 years. There were 15 
males and 6 females. 


TABLE 1—SHOWING AGE INCIDENCE OF 14 CASES 


No. of cases of amyloidosis 


Primary Secondary 


All the 21 cases presented the characteristic 
clinical features of nephrotic syndrome (Table 2). 
The duration of symptoms in 14 cases ranged from 
1 month to 4 years (average, 6 months). In the 
other seven cases who were diagnosed as secondary 
renal amyloidosis, the duration varied from 3 
months to 7 years (average, 2} years). The onset 
of illness was insidious in all except in 2 where it 
was relatively rapid. The blood pressure was 
normal in 11, raised in 3 and low in 5 cases, while 
in 2 cases it could not be recorded because of the 
absence of pulsations in the extremities (pulseless 
disease). An analysis of signs and symptoms is 
presented in Table 2. 
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TaBLE 2—SHOWING SALIENT CLINICAL FEATURES OF 21 CASES 


Signs and symptoms No. of cases 


Oedema = 21 
of ankle ... (+) 3 
anasarca Gas (++) 10 
anasarca and ascites (+++) 8 

Oliguria 

Cough 

Loose motions 

Abdominal pain 

Pyrexia 

Hepatomegaly 

Arthralgia 

Lymphadenopathy 

Polyneuritis 

Splenomegaly 

Pulseless disease 

Giddiness 

Amenorrhoea 


LABORATORY FINDINGS 


Of the 21 cases, 13 had anaemia which was 
normocytic normochromic in 11 and microcytic 
hypochromic in 2 cases. 

The erythrocyte sedimentation rate was high 
in 9 and normal in others. 

There was evidence of urea retention in 4 cases 
(blood urea 70 to 112 mg. per cent). 

The Congo red test done in 8 cases showed 
retention of 33 to 67 per cent of the injected dye 
after one hour. The test was, therefore, not con- 
sidered helpful in the diagnosis of this condition. 

All the cases showed variable degree of protein- 
uria, hypoproteinaemia and hypoalbuminaemia 
(Table 3). The total daily loss of protein in the 
urine was more than 3 g. in all the cases; the 
values ranged from 3°5 to 13°5 g. and in 17 cases 
the proteinuria was between 3 and 9 g. The total 
serum proteins ranged from 2°9 to 5 g. per cent 


TaBLeE 3—SHOWING THE DEGREE OF PROTEINURIA AND 
CHANGES IN SERUM PROTEINS 


Total serum 


protein Serum albumin 

Proteinuria No. of aie, 
(g/day) cases No. of No. of 
cases 8% cases 


3 —6 10 2-3 4 0 —1I 0 
61—9 7 3:1—4 9 1-1—2 12 
9-1—12 3 41—5 S 2-1—3 9 
Above 12 ... 1 above 5 _ iow os 


(average, 4 g. per cent) ; concurrently, the serum 
albumin concentration was low and ranged from 
1 to 2°2 g. per cent. Serum cholesterol was raised 
in 19 cases (250 to 766 mg. per cent) while in 2 
cases it was within normal limits (Table 4). 


TaBLeE 4—SHOWING SERUM CHOLESTEROL LEVEL IN 21 Cases 


Serum cholesterol 
(mg. %) 


No. of 
cases 


Upto 250 
251—350 
351—450 
451—550 
551—650 
Above 650 


Electrophoretic pattern of serum and urinary 
proteins—The electrophoretic study of serum and 
urinary proteins was done in 12 cases. The find- 
ings are shown in Table 5. The serum protein 
profile of 12 cases revealed significantly decreased 
albumin, normal alpha 1 globulin and a striking 
increase of alpha 2 and beta globulins. There 
were no significant changes in the gamma globu- 
lin component except in one case where it was 
increased. It is evident from Table 5 that 
albumin accounted for more than half of the 
urinary proteins, while globulin was mainly re- 
presented by alpha 1 and beta fractions, consti- 
tuting about one-third of total urinary proteins ; 
alpha 2 and gamma fractions were present in 
small amounts ; alpha 2 was completely absent in 
2 cases and gamma globulin in 1 case. There 
were no differences in the findings of primary 
and secondary renal amyloidosis. 


TABLE 5—SHOWING ELECTROPHORETIC PATTERN OF SERUM 
AND URINARY PROTEINS 


Globulins (per cent) 


Albumin 
Specimen 
pam alpha | alpha2 beta gamma 
Serum 25-3 to 34-2 258 1542 170 19-19 
to to to to 
9-0 26-73 27-9 27:3 
Mean . 28-69 5:24 20-78 21-63 23-66 


Urine 46-0 to 74:19 8-43 0-2 8-3 3-0 

to to to to 

20-6 8-13 2044 156 
Mean... 5612 13°62 4°60 16-83 8-79 
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Before performing the kidney biopsy, a tenta- 
tive clinical diagnosis of Type II nephritis was 
made in 14 cases, while in 7 cases, secondary 
renal amyloidosis was suspected against the 
background of pulmonary tuberculosis in 1, tuber- 
culous lymphadenitis in 2, chronic suppurative 
lymphadenitis in 1 and bronchiectasis in 2 cases. 
In 2 of these 7 cases, pulseless disease was pre- 
sent. The latter two cases have been reported in 
detail by Misra et al (1959). 


Renal biopsy—The histological examination of 
renal biopsy revealed severity of amyloid infiltra- 
tion in the renal parenchyma. The glomeruli 
were mainly affected and were enlarged ; their 
capillary lumina were obliterated and the lining 
cells were atrophied (Figs. 1 and 2, vide Plate). 
In many glomeruli the Bowman’s capsule was 
thin but in a few it showed a fibrous or amyloid 
thickening. The tubules showed variable degree 
of damage, especially in the convoluted tubules, 
with evidence of amyloid deposit on the basement 
membrane. The small vessels of the parenchyma 
showed subendothelial amyloid deposits. The 
interstitial tissue showed fibrosis with occasional 
infiltration with chronic inflammatory cells, 
mainly lymphocytes and mononuclears. 


Autopsy was done in 3 cases and evidence of 


generalised amyloid deposit was found in the- 


aorta, heart, liver, spleen adrenals and kidneys. 
In one of these 3 cases, a thorough search failed 
to reveal any focus of infection to account for the 
amyloid deposit and thus the antemortem diagno- 
sis of primary renal amyloidosis was confirmed. 
In the remaining 2 cases, autopsy confirmed the 
diagnosis of tuberculous lymphadenitis as the 
cause of secondary amyloidosis. 

Liver biopsy done in 3 cases of primary 
amyloidosis revealed evidence of amyloid deposit 
in the smaller branches of hepatic artery and the 
liver parenchyma. 


THERAPEUTIC RESPONSE AND FoLLow-UP 


In 14 cases of primary renal amyloidosis the 
treatment, besides routine general measures, con- 
sisted of frequent administration of mercurial 
diuretics in 11 cases and prednisone 40 mg. daily 
for 2 weeks in the remaining 3 cases. 7 of the 
11 cases responded satisfactorily to mercurial 
diuretics, while no response to either treatment 
was observed in the rest of the cases. 

The 7 cases of secondary amyloidosis were also 
given specific treatment for the primary under- 
lying disease. In 4 of these cases remission of 
nephrotic state was satisfactory, while the remain- 
ing 3 did not show any response to treatment. 
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The follow-up study was possible in 12 of the 
21 cases. Of the remaining 9, only 5 cases could 
be traced for a brief period of 1 to 3 months. Of 
the 12 cases followed for 2 to 3 years, 8 (4 of 
primary and 4 of secondary amyloidosis) died 
after a total illness of 1} to 8 years and 4 are still 
continuing umrelieved. The cause of death in 
cases of secondary renal amyloidosis was the 
underlying disease itself with terminal renal 
failure, whereas in primary amyloidosis the ter- 
minal uraemia with overwhelming infection and 
chronic inanition were the contributing factors. 


DISCUSSION 


Renal amyloidosis is now recognised as one of 
the important underlying causes of nephrotic 
syndrome. Until 1951, when kidney biopsy pro- 
cedure was not practised, only a few autopsy 
reports were available in the literature (Christian, 
1932; Dillon and Evans, 1942; Brown and 
Selzer, 1944). But during the last 10 years the 
incidence of renal amyloidosis to account for 
nephrotic syndrome has greatly increased. This 
can be mainly attributed to the help provided by 
kidney biopsy in the detection of these cases. 
Bjorneboe et al (1952) reported that cases of renal 
amyloidosis could be readily diagnosed by means 
of kidney biopsy during life. Sarin et al (1957) 
performed kidney biopsy on 12 cases of nephrotic 
syndrome, of which 5 showed evidence of renal 
amyloidosis. Similar observations have been re- 
corded by other workers and the figures in differ- 
ent series range from 2°5 to 40 per cent (Iverson 
and Brun, 1954; de Wardner and Hutt, 1956; 
Joske, 1956). Of 110 cases of nephrotic syndrome 
subjected to kidney biopsy, 21 revealed evidence 
of renal amyloidosis, of which 14 were of primary 
and 7 of secondary amyloidosis. In the former 
group, diagnosis of Type II nephritis was made 
clinically in the absence of any data pointing to- 
wards amyloid pathology. Similar instances 
where a mistaken diagnosis of Type II nephritis 
or lipoid nephrosis has been made and which 
have been later found to be suffering from renal 
amyloidosis (as revealed by kidney biopsy or 
autopsy findings) have been reported by other 
workers (Kark et al, 1955; Iverson and Brun, 
1954; Dillon and Evans, 1942; Brown and 
Selzer, 1954 ; Williams, 1952 ; Thingstad, 1951). 
The Congo red test is not very helpful in diag- 
nosing these cases because of the equivocal find- 
ings and also because the value above which the 
test may be considered positive is disputed. Some 
workers (Stammernan and Auerbach, 1944) main- 
tain that the test is positive when there is more 
than 90 per cent removal of the dye from blood, 
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whereas others (Rukavina et al, 1956) recommend 
a modified test and reported that amyloidosis 
should be suspected if there was 60 to 90 per cent 
reabsorption of the dye. Despite the modifications 
and improvements in the technique this test shows 
both false positive as well as false negative re- 
sults. The test is more often negative than posi- 
tive in cases of primary renal amyloidosis (Eisen, 
1946). In the present study also, the Congo red 
test done in 12 cases was considered diagnostically 
not helpful. 

This study has shown that primary renal 
amyloidosis is not infrequent. In the present 
series 14 cases (66 per cent) were diagnosed as 
primary renal amyloidosis. In one of the cases 
there was evidence of involvement of the heart 
and this patient died of terminal uraemia. In 2 
cases hepatomegaly was present and liver biopsy 
confirmed amyloid deposits. It is interesting to 
note that pulseless disease was associated in 2 
cases, but whether amyloidosis had any bearing 
on pulseless disease is difficult to comment (Misra 
et al, 1959). 

It is generally stated that there is no satisfac- 
tory treatment of primary renal amyloidosis. The 
use of mercurial diuretics, T.A.B. vaccines, 
steroids and other nonspecific therapeutic 
measures have not changed the outcome. The 
average span of life after the onset of illness is 
1 to 5 years. In the present series frequent 
mercurial diuretics given to 11 cases and predni- 
sone to 3 cases did not alter the clinical or abnor- 
mal biochemical state and the condition continued 
to deteriorate. In 3 of these cases a repeat biopsy 
done after an interval of | to 10 months showed 
further progression of the existing lesions. Of 
the 6 cases of primary renal amyloidosis followed 
to date, 4 died after an illness ranging from 1} 
to 8 years. 


SUMMARY 


Twenty-one cases of renal amyloidosis were 
diagnosed by renal biopsy out of 110 cases of 


nephrotic syndrome. All these cases were sub- 
jected to thorough clinical and biochemical in- 
vestigations. 

In 7 cases, amyloidosis was secondary to the 
associated chronic granulomatous lesion, while in 
14 cases no apparent cause could be found and 
the cases were labelled as primary amyloidosis. 

Haematological and biochemical alterations in 
the two types of cases were found to be similar. 

Treatment with mercurial diuretics or predni- 
sone produced only symptomatic relief and failed 
to have any significant effect on the biochemical 
alterations or on the course of the disease. 


ACKNOWLEDGMENT 


We are grateful to Mr. Bal Krishna of the Central 
Drug Research Institute, Lucknow, for help received in 
electrophoretic studies. 


REFERENCES 


BJORNEBOE, M., BruN, C., GORMAN, H., IveRSON, P. AND 
RaascHou, F.—Acta med. scandinav. (Suppl.), 266 : 
233, 1952. 

Brown, H. A. AND SELZER, G.—Clin. Proc., 3: 227, 1944. 

CHRISTIAN, H. A.—Med. Clin. North America, 15: 805, 
1932. 

DE WARDNER, H. E. aND Hutt, M.—Proc. Roy. Soc. Med., 
49: 332, 1956. 

Dion, J. A. AND Evans, L. R.—Ann. Int. Med., 17: 
722, 1942. 

E1sen, H. N.—Am,. J. Med., 1: 144, 1946. 

Gupta, G. K., Gupta, N. N., MgHrorra, R. M. L. anp 
MANGALIK, V. S.—Indian J. Path. & Bact., 1: 59, 
1957. 

IVERSON, P. AND Brun, C.—Am. J. Med., 11: 324, 1951. 

JosKe, R. A.—Proc. Roy. Soc. Med., 49: 330, 1956. 

KarK, R. M., MucHrecke, R. C., Prranit, C. L. AnD 
PolaK, V. E.—Ann, Int. Med., 43: 807, 1955. 

Miska, S. S., PRaKasH, S. AND AGARWAL, P. L.—Am. 
Heart J., 57: 117, 1959. 

RuKavina, J. G., Block, W. D., Jackson, C. E., Fass, 
H. F., Carey, J. H. anp Curtis, A. C.—Medicine, 
35: 239, 1956. 

SaRtn, L. R., DaSs Gupta, A., BHANDARI, V. AND SAMUEL, 
K. C.—J. Indian M. A., 29: 7, 1957. 

STAMMERMAN, M. G. AND AUERBACH, O.—Am. J. Med. Sci., 
208: 305, 1944. 

THINGSTAD, R.—Acta med. scandinav., 140: 1, 1951. 

Wiliams, A. W.—J. Clin. Path., 5: 54, 1952. 


RE-ANASTOMOSIS OF THE VAS 
DEFERENS 


G. M. PHADKE, r.x.c.s. (ENc.) 
Bombay 


Rapid increase in the population of our 
country has been a matter of grave concern to 
the State. The Government is trying to reduce 
the birth-rate by opening family planning clinics, 
and distributing the approved contraceptives, 
either free or at a very nominal cost. Unfortu- 
nately none of these are suitable for mass use be- 
cause of ignorance or lack of privacy in the over- 
crowded dwellings. In the absence of an ideal 
contraceptive, one of the surest ways of prevent- 
ing conception is the sterilisation operation on 
either partner. In this operation only the fallo- 
pian tubes in the female or the vasa deferentia 
in the male are cut and tied. No gland, produc- 
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ing internal hormones, is removed nor its func- 
tion interfered with. Hence no physiological dis- 
turbance is likely to follow. The author has 
shown the gratifying results, 5 to 23 years after 
vasectomy in a large series, before the sixth Inter- 
national Planned Parenthood Federation meeting 
at New Delhi (Phadke, 1959). The operation in 
the male is comparatively simple and can be car- 
ried out with a few instruments even in the 
remotest part of the country. The patient re- 
mains ambulatory throughout. Having realised 
this advantage, the medical profession is 
encouraging such operations in the male in suit- 
able cases. Intensive propaganda and mass steri- 
lisation, especially in the male, seems to be the 
only immediate answer to our urgent need of 
reduction in the birth-rate. From his experience, 
the author can say that the villagers, thongh not 
educated, are intelligent enough to appreciate 
what is good for them. 

So far vasectomy has been advised as a perma- 
nent contraceptive measure, where no further 
pregnancies are desirable. As this operation is 
supposed to be irrevocable, mature consideration 
is to be given to individual cases before surgery. 
In spite of this, however, some unfortunate cir- 
cumstances intervene later, such as death of the 
wife and remarriage or some mishap to children. 
Under these circumstances recanalisation of the 
vas to re-establish fertility in the operated male is 
essential. 

Because of the author’s interest in the problem 
of sterility in the male, in which field he has been 
carrying out an anastomosis between the epididy- 
mis and the vas in certain selected cases, a case 
of vasectomy was referred to the author for recor- 
rection, early in 1953. This patient was operated 
upon and a lateral anastomosis between the cut 
ends of the vas, was carried out with success. 
During the last seven and a half years the author 
has carried out such operations on 17 cases. To 
get such a small number in so many years, is 
easy to understand. In the first place it is gene- 
rally impressed upon the couple that once this 
operation is done, it cannot be undone. Besides, 
the medical profession is also generally not aware 
that such a recorrection is possible. These two 
factors along with the fact that cases requiring 
reversal operation are infrequent, no surgeon has 
the exnerience of a large series to his credit. 

This is a preliminary report of a personal 
series of 17 cases of re-anastomosis of the vas 
after vasectomv, carried out primarily as a contra- 
ceptive procedure in the maioritv of instances. 
As the results of the operation have been very 
satisfactory the author is encouraged to publish 
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the technique of the operation before the profes- 
sion. Hundred per cent success cannot be 
expected. But if we can assure the people that 
re-anastomosis of the vas is a definite possibility, 
more males will come forward for the sterilisa- 
tion operation of vasectomy. 


INDICATIONS FOR VASECTOMY 


The indications for vasectomy are : 

1. To prevent future pregnancy, because of 
a large number of children, or due to poor 
health of wife. 

2. To bring about rejuvenation. 

3. To prevent infection from going to the 

epididymis after prostatic surgery. 

Indications 1 and 3 do not require any com- 
ments, but the rejuvenation theory requires some 
explanation. This was originally put forward by 
Steinach. According to him, vasoligation brings 
about atrophy of the seminiferous tubules of the 
testes, followed by hyperplasia of the interstitial 
cells. As a _ result more internal secretion 
(androgen) is produced which brings about 
rejuvenation. 

During the present study of sterility in the 
males, it was seen that spermatogenesis in the 
testis is not affected by any obstruction in the 
passage from the testis to the urethra. We know 
of many cases of young healthy adults who are 
born without a vas deferens on either side. 
These men do not have any physical signs of 
hormonal deficiency and have a perfectly normal 
libido with excellent external genitals. Their 
only defect is that the semen is devoid of sperma- 
tozoa, due to congenitally absent vas. Although 
this abnormality has been present since birth, 
the testis shows all stages of active spermato- 
genesis in all the tubules, as seen by testi- 
cular biopsy. This disproves Steinach’s theory. 
Improvement in the health and general well-be- 
ing of the individual after vasectomy, is due to 
removal of fear of future pregnancy in the wife 
and is not due to increased production of 
androgen. 

The sperm-producing function of the testis is 
definitely affected by toxic conditions, infective 
fevers, constitutional diseases and/or hormonal 
imbalance. The author has not seen a single case 
where syphilis was responsible for disturbed 
spermatogenesis. How long does spermatogene- 
sis continue in man? If the above mentioned 
conditions do not intervene, sperm production 
goes on to a very advanced age. But the degree 
of this gets less as the age advances after 55. 
Therefore, successful recorrection of vasectomy is 
possible at any time, even years later, i.e., as long 
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as the patient is physically normal. In the pre- 
sent small series the first case was recanalised 12 
years after vasectomy. In our earlier attempts, 
we carried out testicular biopsies as a routine be- 
fore the operation ; but now we do not recom- 
mend testicular biopsy as long as the external 
genitals look and feel normal, in size and con- 
sistency. If the clinical examination reveals 
small and flabby testicles, a testicular biopsy is 
definitely indicated. No other pre-operative pre- 
caution is necessary. 


OPERATIVE TECHNIQUE 


The operation should be done under spinal or 
general anaesthesia. The author prefers the 
former. The surgical procedure is a delicate one, 
requiring gentle handling and dissection. It takes 
about one and a half to two hours to perform. 
Apart from the standard general instruments, the 
following are strongy recommended : 


1. Small, toothed, curved pair of forceps as 
used in ophthalmology. 
. Small needle-holder. 
. 6/0 silk on atraumatic needle or tantallum 
wire of the same calibre on a similar needle. 
. No. 22 B.D. needle. 


4 
5. Blunt No. 26 B.D. needle. 
6. Thin nylon thread which can be passed 
through the lumen of No. 22 needle. 
7. Sterile safety razor blade. 
The operation—After the scrotum is cleaned 
and an antiseptic applied, the parts are properly 


draped. An incision about three inches long is 
made in the scrotal skin, starting from the 
external abdominal ring. On deepening the inci- 
sion, the cremaster fibres will be seen surrounding 
the spermatic cord and the vas. 

A longitudinal incision is made through them 
and the edges are held apart with artery forceps. 
The cord is gently separated and brought out 
through the incision. During this process, the 
vas will be felt and seen. It is more fixed at the 
site of the previous operation. It is separated 
from the other structures of the cord higher up, 
where it is not adherent: Care should be taken 
to leave a fair amount of tissue around the vas, 
in order to ensure its blood supply. The entire 
mass is grasped gently with fingers, and no 
forceps or any instruments should be used to hold 
them during subsequent manipulations. This is 
very important. The fibrous adhesions at the site 
of the old operation are cut with gentle strokes of 
a small-bladed knife. As the fibrous ends of the 
vas are to be removed, they may be held in fine 
tissue forceps in order to facilitate the dissection. 


It will be seen that the fibrous ends are white, 
while the normal colour of the vas higher up is 
lighter or pinkish in colour. Gentle palpation of 
the fingers will reveal the firmness of fibrous ends, 
as compared to the elastic feel of a normal vas. 

Having roughly decided the junction between 
a normal and fibrous end of the vas, it is held over 
the index finger of the left hand and a transverse 
cut made with a razor blade through the normal 
vas and its coverings. By the same process, the 
vas is cut below the site of old operation. A tiny 
dot in the centre of the cut end of the vas 
indicates its lumen. A blunt No. 26 B.D. hypo- 
dermic needle is introduced into the lumen and 
some sterile saline is injected. This will flow in 
easily in the absence of obstruction in the intra- 
abdominal portion of the vas. When the epidi- 
dymal end of the vas is cut, some milky fluid 
oozes out from its lumen, which is very easily 
seen with naked eye as it has become dilated due 
to obstruction below. The whitish material is 
collected on a slide, a cover slip is put on and is 
handed over to the anaesthetist for examination 
under a microscope in the theatre. Spermatozoa 
active or non-active may be present. Even if no 
sperms are visible and as long as the testis and 
the epididymis feel normal, the ends of the vas are 
rejoined. We have seen that on many occasions 
no sperms nor any juice could be squeezed out 
from the cut end of the proximal portion of the 
vas, but the sperms made their appearance in the 
semen, subsequent to re-anastomosis. 

An attempt is made to bring the two ends of 
the vas together. If some tension is felt, 
adhesions with the adjacent tissues are snipped 
away, until only with gentle manipulations the 
two ends are brought together easily. 

A No. 22 B.D. hypodermic needle is passed up 
the dilated lumen of the proximal portion of the 
vas to the extent of an inch and is made to pierce 
through the wall of the vas at that level. A fine 
nylon thread, which can pass up the lumen of the 
needle easily, is pushed into it, until it projects out 
of the other end of the needle. The latter is remov- 
ed, care being taken not to allow the nylon thread 
to come out. This end of the thread, is introduced 
into the lumen of the distal portion of the vas for 
a distance of 4 to 5 inches. This acts as an inter- 
nal splint for the next 10 to 14 days, during the 
process of repair. In our short experience such an 
internal splint of a non-irritating material has 
been found to prevent enchroachment on the 
lumen of the vas, during the early part of the 
healing, allowing the spermatozoa to appear in the 
semen within a short time of 8 weeks or so. 
Schmidt’s experimental work on dogs suggests 
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that the epithelial regeneration across the gap 
is complete at the end of 7 days, while the 
muscular regeneration takes about 14 to 16 days 
(Schmidt, 1956). At first we did not use any inter- 
nal splint ; later we used it for a week, and now 
we are trying to see the effects of retaining it for 
a fortnight. 

The two ends of the vas are stitched together 
with three stitches of 6/0 silk on an atraumatic 
needle, passed round their circumference. ‘They 
are passed very carefully through the muscular and 
adventitious coverings of the vas. They must not 
go through the lumen. These stitches are passed 
but not tied, and the long ends are held with 
artery forceps. Some adjacent tissues in the 
neighbourhood of the future anastomosis are 
pulled together to approximate both ends of the 
vas easily. Two or three stitches of cotton or 
linen are used to secure the adjacent tissues in 
position. These stitches are very important and 
every attempt should be made to pass them in 
such a way that the ends of the vas are brought 
together without any gap in between. These 
stitches act as tension sutures to relieve extra 
strain from the delicate sutures passed round the 
circumference of the ends. At this stage the three 
fine sutures previously passed are individually 
tied and cut. 

After careful haemostasis the cord along with 
the united vas is gently replaced into the scrotum. 
The end of the nylon internal splint, which comes 
out through the proximal portion of the vas, is 
threaded on a straight cutting needle. This 
pierces the skin from within and is anchored in 
position by taking another bite of the skin in the 
immediate vicinity. Throughout the operative 
procedure, an assistant is instructed to squirt 
some sterile saline over the structures exposed, at 
intervals of two to three minutes. This certainly 
prevents the tissues from drying up. 

The scrotal incision is closed in the usual 
manner. We often put in a drain for a day or 
two, when there was some oozing. This is safer 
than allowing a haematoma, howsoever small, to 
form in the loose coverings of the scrotum. 
Similar procedure is carried out on the other side 
at the same sitting. The scrotum is supported 
with adhesive plaster strips to prevent it from 
hanging down. 

The patient is kept strictly in bed for one 
week, when the skin sutures are removed. No 
early ambulation is carried out under any circum- 
stance. Broad-spectrum antibiotics are given as a 
routine postoperatively. At times the nylon 
thread comes out within a week, otherwise it is 
not removed for 12 to 14 days. After this period 
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the patient is allowed more liberty, but he wears 
a suspensory bandage for the next two weeks. 
The patients are advised to take injections of 
testosterone 25 mg., twice weekly, I.M., for the 
next two months, along with vitamin B-complex 
by mouth. Semen examination is advised every 
two to three months for the next one year. If 
spermatozoa fail to re-appear towards the end of 
this period, re-exploration is advisable. 


RESULTS AND DISCUSSION 


The number of patients requesting re-union 
of severed vas deferens was 17. ‘The average 
age was 37°8 years—the youngest being 27 years 
and the oldest 50. The average number of years 
intervening between vasectomy and re-anastomosis 
was 5°8 years. The shortest period was one year 
and the longest twelve years. Seven of these 
seventeen patients had vasectomy done eight to 
twelve years previously. 


TABLE 1—SHOWING INDICATIONS FOR VASECTOMY 


"Indication No. of cases 
Three or more children ... 
Rejuvenation — ... nes owe db. 
Poor health of wife 2 
Cause not known 1 


TABLE 2—SHOWING INDICATIONS FOR .EUNION 


Indication No. of cases 


Remarriage qu 9 
Death of son or children ... gee oes § 
Desire to get more issues ... 2 

1 


Psychic reason 


Technique used No. of cases 


Side-to-side anastomosis without internal splint 
Side-to-side anastomosis with internal splint ... 
End-to-end anastomosis with internal splint ... 
No anastomosis possible 


The patient in whom no anastomosis was possible 
was already operated upon by another surgeon. There 
were found dense adhesions and vas on either side was 
completely blocked with fibrosis. 
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A positive result is indicated when sperms re- 
appear in the semen. Pregnancy may follow. It 
is not always possible to get the semen examined 
when the patient stays away from the cities. 
Under these circumstances, success of the opera- 
tion is judged by the occurrence of pregnancy. 
In these cases we presume that the spermatozoa 
must have reappeared in the semen. We have 
two cases of this nature. On this basis, the results 
of the operation are 14 positives, with resulting 
pregnancies in 9. One case could be considered a 
definite failure as no sperms appeared in the semen 
at the end of one year. The operation was techni- 
cally very satisfactory, excepting that we did not 
use an internal splint. The second case was again 
technically satisfactory with the use of internal 
splint. He must have changed his place of resi- 
dence as our letters addressed to him at his given 
address have all come back to us. As mentioned 
before, the number of cases operated upon was 17. 
Sperms reappeared in‘semen in 14 cases—result- 
ing in pregnancy in 9. The operation was 
considered as a failure in 1 case and presumed to 
have failed in 1. Ne anastomosis was possible in 
1 case. 


CONCLUSIONS 


In the absence of an ideal contraceptive 
vasectomy in the male, is the immediate answer 
to reduce the birth-rate in our country. This 
should be done on a mass scale. 


Results of vasectomy are very gratifying. When 
properly performed, it is 100 per cent successful 
as a permanant contraceptive measure. 


Certain contingencies necessitate its recorrec- 
tion, which is possible in a large majority of cases. 
The operative procedure is described. 

If the medical profession realises that vasec- 
tomy can be corrected, it will encourage more 
males to come forward for sterilisation operation. 
This correction can be undertaken even years 
after vasectomy. 

Results of operation on 17 patients are men- 
tioned, of whom 14 (88 per cent) have become 
positive, i.e., they had sperms in their semen after 
re-anastomosis and 9 of these have impregnated 
their wives. 
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OPERATIVE TREATMENT OF ECTOPIA 
LENTIS IN MARFAN’S SYNDROME 


SURESH KUMAR, M.., Ms. (LUCK.), D.o. (LONDON) 
Department of Ophthalmology 
G. S. V. M. Medical College, Kanpur 


Marfan’s syndrome is a rare hereditary disease 
of a dominant trait with a high familial incidence. 
The characteristic features are tall, slim build, 
ectopia lentis, arachnodactyly with long hands 
and feet, congenital heart defects, high arched 
palate, spinal deformities, generalised muscular 
underdevelopment and mental retardation. All or 
some of these characters may be found in a typical 
case. 
The dislocation of the crystalline lens is an 
important feature of the disease. It is usually 
bilateral and dates from birth. The cause of dis- 
location is a failure in development of the suspen- 
sory ligament which is found to be under- 
developed or absent over a sector of its circum- 
ference. The more developed portion of the 
ligament, which is commonly the upper, pulls 
upon the lens dislocating it usually up and out, 
thus leaving the pupil divided into two regions— 
one phakic and the other aphakic. Freed from its 
ligamentous attachment, the lens besides getting 
dislocated assumes a more spherical form, becomes 
tremulous and gets tilted. This introduces a 
grave visual defect in the phakic portion of the 
pupil the nature of which is high myopia with 
a moderate degree of astigmatism. The chief and 
only complaint of the patient is one of defective 
vision and this leads him to seek the advice of the 
ophthalmic surgeon first. In some instances the 
defect can be remedied by prescribing suitable 
glasses for either the phakic or aphakic portion of 
the pupil ; but in others, inspite of the serious 
hazards involved, more heroic measures such as 
extraction of the lens has to be attempted. The 
purpose of this paper is to present four cases, those 
of two pairs of brothers, of typical Marfan’s 
syndrome ; in two of them the simple expedient 
of an optical iridectomy performed on both the 
eyes produced excellent visual results, with none 
of the risks and complications that accompany 
more serious operations like extraction. 


Case REPORTS 
CaSE I: 
M.Q.K., aged 16, was first examined in January, 1955. 
He was tall and slim, height 5’-7", with long slender, 


spidery fingers and long feet. There was a harsh systo- 
lic murmur in the aortic region. 


a 
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Eye examination—Both eyes (B.E.) had deep anterior 
chambers, tremulous irides, lenses lying deep in the 
middle of the pupil dividing it into nearly equal phakic 
and aphakic parts. Vision of B.E. less than 6/60; with 
+100 sph.=6/60. Tension of B.E. 19 mm. Schiotz. 

Under homatropine—Pupils in B.E. showed poor dila- 
tation, lenses dislocated up and out; vision of B. E. 
with +13-0 sph.=6/18; near vision with +16-0 sph. was 
J3. Fundus of B.E. normal. 

Case 2: 

M.F.K., aged 15, brother of M.Q.K. (Case 1), was 
examined along with him. General features. were the 
same as his brother. In addition he had large ears 
and a dolicocephalic head. No adventitious sound could 
be detected in the heart. 

Eye examination: Lenses were dislocated outwards 
and very slightly upwards. The phakic portion of the 
pupil was much larger than the aphakic. Irides tremu- 
lous on the inner side. Vision of B.E. 4/60; with 
~60 sph. =6/60. 

Under homatropine : Vision of B.E. with +110 sph. 
=6/18; near vision with +140 sph. was J3; fundi 
showed no abnormality. 


Case 3: 


M.L.M,, first examined in June 1958, was aged 35, 
with a height of 6 feet, slim build, very long fingers, 
wears size 11 ‘Bata’ shoes. 

Eye examination—The left eye divergent by 15° B.E. 
corneae clear, irides tremulous, the right more than the 
left; few strands of pupillary membrane remnants seen 
in both eyes. In R.E. there was a greyish crescent 
across the outer part of the pupil giving the appearance 
of a dislocated lens. Vision in R.E. 3/60; with +8-0 
sph. =6/60; vision in L.E. was hand movements, not 
improving with glasses; tension of B.E. 18 mm. Schiotz. 

Under homatropine—The lens in R.E. dislocated out- 
wards was lying partially behind the iris. The capsule was 
grey and the cortex opalescent with a few opacities 
scattered in the deeper part. The fundus was highly 
hypermetropic. Vision with -—5-0 sph. with +3-0 cyl. 
axis 90°=6/24. Or with +11-0 sph. with +1-0 cyl. axis 
15°=6/9 partial. With +140 sph. with +1-0 cyl. axis 
15° could read diamond with difficulty. Read almost as 
well with —3-0 cyl., axis 90° at very close range. On 
undilated pupil only phakic portion was used for vision ; 
but on dilated pupil aphakic area gave better vision. 

In the left eye tremulousness of the iris was only 
slight and the lens was dislocated outwards, the extent 
of dislocation being such that the portion of the pupil 
occupied by the lens in the R.E. was equal to the 
portion unoccupied in the left. The lens showed opaci- 
ties which were more marked than in the R.E. The 
fundus revealed a large disc surrounded on all sides by 
a large white atrophic ring. Also there Were large 
white atrophic patches scattered all over the fundus 
specially marked in the macular region. The vitreous 
was full of dust-like floaters. Vision could not be im- 
proved beyond hand movements. 

Old records of his eye examination which the patient 
was carrying revealed that he was first examined by an 
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ophthalmic surgeon in August 1934, and was diagnosed 
to be a case of congenital binocular subluxation of the 
lens. He had been prescribed bifocal glasses. Vision 
in R.E. with +6-0 sph. in both upper and lower seg- 
ments was 6/24 and JI2. In the L.E. he was advised 
-60 sph. for distance with 6/24 vision and for near 
—3-0 sph. with J4 vision. The patient said the glasses 
were very comfortable and had served him usefully for 
the last 24 years. 

CASE 4: 

A.L.M., aged 25, brother of M.L.M. (Case 3), with 
height 5’-10” and same general features as his brother’s. 
Mentally he was very backward. 

Eye examination—Both eyes had normal anterior 
chambers. The irides were tremulous in the inner part. 
Vision B.E. =2/60. With —5-0 sph. with—2-0 cyl. axis 
30°, vision in R.E. could be improved to 6/60. In the 
L.E. the patient accepted the same sphere with —0-75 
cyl. axis 150° and vision could be improved to 6/36 par- 
tial, Tension in B.E. was normal digitally. 

Under homatropine—In B.E. the lenses occupied a 
very large part of the dilated pupils and a narrow 
crescent of aphakic area was visible in the nasal 
quadrants. Through this a hypermetropic view of the 
fundus periphery could be obtained. The lenses had a 
marked tilt. Refraction through the aphakic portion 
did not improve vision. 


OPERATION 


Both eyes of Cases | and 2 were operated upon 
in March 1955. Case 3 was advised operation in 
the right eye but he preferred to try glasses for 
some more time. Case 4 was not advised opera- 
tion as chances of visual improvement were 
remote. The operation performed in the 4 eyes 
was an optical iridectomy in the lower nasal 
quadrant, the aim being to excise only that much 
of the iris tissue as would leave a sufficiently large 
aphakic area for subsequent correction with 
suitable glasses. 

Complications—While operating upon the L.E. 
of Case 1, vitreous presented in the wound imme- 
diately after the incision had been completed with 
the von Graefe’s knife. After snipping with 
scissors, the vitreous fell back and the iridectomy 
was completed. In subsequent operations this 
complication was prevented by instilling miotics 


prior to surgery. 
RESULTS 


The eyes were -examined (for refraction) six 
weeks after surgery and from Table 1 it will be 
observed, there was marked visual improvement 
in all the 4 eyes examined. Both eyes of Case | 
had a visual acuity of 6/18 for distance and J2 
for reading. Results were even more encouraging 
in Case 2 who achieved a standard of 6/12 and J2. 
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When examined one year later, the vision was 
maintained in both eyes of Case 2 and also in the 
right eye of Case 1. But the left eye of the latter 
had become soft with complete absence of vision. 
This could not be attributed to vitreous loss 
during operation as he gave a history of having 
an attack of ‘sore eyes’ with consequent ulcera- 
tion and panophthalmitis in the L.E., his right 
eye having been spared. 


TaBLe 1—SHOWING THE STATE OF VISION BEFORE AND AFTER 
OPERATION 


Before 6 weeks after lyear 5 years 
operation operation later later 
CASE 1 
R.E. with +100 R.E. with +9-0 6/18,J2 6/18, J2 
sph. =6/60 sph. with +1-0 
cyl. axis 165° 
=6/18 
L.E. with +100 L.E. with +9°5 Phthisis bulbi 
sph. =6/60 sph. with +2-0 
cyl. axis 180° 
=6/18 Add +30 
sph. B.E. =J2 
CASE 2 
R.E. with -60 R.E. with +120 6/12,J2 6/12, J2 
sph. =6/60 sph. =6/12 
L.E. with -60 L.E. with +12-0 6/12,J2 6/12, J2 
sph. =6/60 sph. =6/12 p.- 
Add +2:°5 sph. 
=J2 
DISCUSSION 


The problem of the partially dislocated lens in 
cases of Marfan’s syndrome is a ticklish one. In 
some instances visual improvement follows correc- 
tion of the phakic or aphakic portion of the pupil 
with suitable glasses. In others operative inter- 
vention is indicated and justifiably undertaken 
depending upon the ingenuity and skill of the 
ophthalmic surgeon. By and large the results are 
very poor indeed. 

Operations such as iridodesis, sphincterectomy 
and iridotomy have been tried by D’Oeuch (1881), 
Pere (1912), Howell (1934), Rengelhan and 
Elschnig (1931). Couching has been advocated by 
Elliot (1918), and needling by Decker (1934), 
Jackson (1918), Strickler (1918), Lambert (1919), 
and Parson (1920). All these procedures have 
proved unsatisfactory and at best they are only 
palliative. 

Clarke (1939) analysed the records of 31 
patients with congenital dislocation of the lens 


treated at the Vanderbilt Clinic. In his series 
operations were performed on 21 eyes. ‘The fol- 
lowing operations were done: needling in 3 eyes ; 
preliminary iridectomy without extraction in 3 
eyes ; extraction from anterior chamber without 
iridectomy in 2 eyes ; extraction with iridectomy 
in 2 eyes ; extraction without iridectomy in 1 eye 
and extraction after iridectomy in 10 eyes. Of the 
3 eyes in which iridectomy alone was performed, 
one showed no improvement in vision which was 
probably due to amblyopia, in the second there 
was slight loss of vitreous with good recovery, 
and in the third although there was no loss of 
vitreous, hypotony and retinal detatchment fol- 
lowed. According to Clarke (loc. cit.), the best 
procedure in cases requiring surgical intervention 
was preliminary iridectomy followed by a loop 
extraction of the lens. This was performed upon 
10 eyes but vitreous loss took place during preli- 
minary iridectomy in 50 per cent of cases and in 
70 per cent there was further vitreous loss at the 
time of lens extraction. These results prove the 
futility of such serious operations as extraction. 

According to Llyod (1948), who has reviewed 
24 cases of typical or atypical Marfan’s syndrome, 
any operation is hazardous, because of the faulty 
construction and lowered vitality of the eyes of 
these patients and the type of operation is not 
considered significant. He performed 12 opera- 
tions on 7 eyes of 6 patients, and complete success 
was achieved in only one of them and that too 
where the lenses were removed from the anterior 
chambers. 


Spaeth (1944) suggested iridectomy to expose a 
lens-free area in cases of ectopia lentis. The 
results from this procedure demand serious con- 
sideration. Spaeth holds that an iridectomy is a 
less serious operation and aphakic vision from 
such an operation is certain. Needling has a 
rather high percentage of complications and 
attempted intracapsular extraction is always 
accompanied by serious complications. 


The primary aim of undertaking operation in 
both eyes of Cases | and 2 was the improvement 
of visual function. In both the cases marked 
visual improvement followed correction of the 
aphakic region with strong convex lenses. It was, 
therefore, decided to permanently enlarge the 
aphakic area of the pupil by performing an optical 
iridectomy.in the lower nasal quadrant. This site 
was chosen for its easy approach, safety from 
surgical complications and enlargement of the pupil 
in this direction provided the best aphakic area. 
To perform iridectomy in the upper part so as to 
place the pupil more nearly over the centre of the 
lens, was considered undesirable because improve- 
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ment in vision with concave glasses was unlikely 
owing to opalescence, tremulousness and high 
astigmatism of the crystalline lens. Other proce- 
dures such as discission and extraction of the lens 
were also considered. The immediate dangers of 
needling are small, but it was not adopted because 
repeated attempts are necessary to produce results 
of doubtful value. Loop extraction of the lens is 
beset with technical difficulties with chances of 
serious surgical complications such as vitreous loss 
during operation and the development of retinal 
detachment, secondary glaucoma and chronic iri- 
docyclitis postoperatively. The safest and the 
most logical approach seemed to be in favour of 
optical iridectomy, and the adoption of this proce- 
dure produced extremely good results. 


SUMMARY 


Four cases of typical Marfan’s syndrome are 
presented. 

The vision in three of these cases could be 
improved with strong convex glasses which cor- 
rectea the aphakic portion of the dilated pupil. 

Optical iridectomy, aimed at permanently 
enlarging the aphakic area of the pupil, was per- 
formed upon 4 eyes. 

The results justify the surgery undertaken. 

Complication of vitreous loss can be prevented 
by instilling miotics prior to surgery. 

A plea is made for adopting this procedure in 
suitable cases of Marfan’s syndrome. 
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INTRODUCTION 


Lundquist in 1946 discovered lignocaine which 
is commonly known as xylocaine. Its introduc- 
tion to anaesthesia by Gordh of Sweden in 
1949, opened a new chapter in the use of local 
anaesthetic drugs. The success of this drug has 
since been hailed from all over the world and as 
it has no toxicity its use in all types of nerve 
blocks has been recognised. The interesting 
achievement in isolating this drug is that a depar- 
ture from the derivatives of the esters of para- 
aminobenzoic acids and introduction of anilide 
compounds, now known as xylidide, has been 
made. Carbocaine is an offshoot of this latter con- 


ception. 


H2 
H2 H 
CH3 
H2 H — C—NH — Gre 
CH3 
CH3 
N methyl-pipecolic acid of 2-6 dimethylanilide 
(CARBOCAINE) 
C2Hs re) 
N—CH,—C—NH— 
/ CH3 
C2Hs 
Di-ethyl amino 2.6, of di-methyl acetanilide 
(LIGNOCAINE) 


Fic. 1—SHOWING THE STRUCTURAL FORMULAE OF 
CARBOCAINE AND LIGNOCAINE 


Fig. 1 shows the chemical structure of carbo- 
caine as compared to that of lignocaine. From 
the structural formula one can see that in carbo- 
caine an attempt has been made to combine a 
piperidine molecule with an anilide as if to com- 
bine the property of metycaine with xylocaine. 

In regard to its pharmacological property, the 
drug is analogous to lignocaine except that its 
pH is higher than that of xylocaine, and hence 
there is no danger of corrosion of metallic con- 
tainers. The solution stands sterilisation both by 
boiling and by autoclaving. 
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An extensive toxicological investigation has 
been carried out by Teorell (personal communica- 
tion) at Uppsala University, Sweden. The find- 
ings can be summarised by stating that carbocaine 
has a wide margin of safety and that it takes an 
intermediate position in toxicity between procaine 
and lidocaine. 


TanLe 1—SHOWING THE TYPE OF ANAESTHESIA WITH NO. OF 
CASES AND THE PERCENTAGE OF CARBOCAINE USED WITH OR 
WITHOUT ADRENALINE 


No. case 


Type of 1%, with 2%, with 
or without “or without Total 
adrenaline adrenaline 


Lumbar epidural block 2 6 8 
Nerve block ce il 12 23 
Surface infiltration sl 17 _ 17 


Taste 2—SHOWING SOME INDICATIONS FOR THE USE OF 
DIFFERENT TYPES OF ANAESTHESIA 


Type of anaesthesia Indications No. of 
cases 
A. Lumbar Pyelolithotomy 
block Cholecystectomy 


Exploratory .. 3 
Abdominal hysterectomy 
in a case with thoraco- 
plasty 
B. Nerve blocks 
1. Maxillary nerve For trigeminal wmeuralgia 2 
block 
2. Cervical block For operation in the neck 2 
3. Ulnar nerve block For operations in the little 
finger 
4. Wrist (median For operation in the hand 1 
nerve) block 
5. Finger block 
6. Brachial plexus 
block 
7. Paravertebral For empyema drainage ... | 
block 
8. Intercostal block For rib resection : 
9. Iliac crest block For suprapubic cystetomy 7 
. Surface infiltration 
(including field) block For various minor surgi- 
cal procedures includ- 
ing operation of gas- 
trostomy 87 


For operation in the finger 1 


CLINICAL EXPERIENCE 


Samples of carbocaine were supplied for clini- 
cal trial by the Director-General of Health Servi- 


ces on 19-4-58. The types of anaesthesia adminis- 
tered are shown in Table !. The total number 
of cases was 48. 


Some of the operative indications for the use 
of different types of anaesthesia are shown in 
Table 2. 


RESULTS 


Except in 2 cases of iliac crest block, success 
was uniform. It was felt that 2 per cent solution, 
with or without adrenaline, gave the most satis- 
factory result ir epidural, caudal and brachial 
plexus blocks, whereas 1 per cent solution was 
sufficient for individual nerve block. The dura- 
tion of anaesthesia in each case was 2 hours and 
there were no toxic symptoms. Hypotension was 
observed in one instance of epidural block which 
reacted to the vasopressor drug, viz., methylam- 
phetamine. 


CONCLUSION 


Although the number of cases subjected to 
carbocaine local anaesthetic procedure was very 
small for any statistical conclusion, our impres- 
sion is that this reliable drug is free from unto- 
ward side effects. No adverse effects were seen 
when the maximum dose was kept within 0°5 g. 
More extensive trial is necessary to appraise its 
proper place among local anaesthetic drugs. No 
surface anaesthesia was tried with this drug and 
no opinion can be given regarding its efficacy 
when compared with lignocaine, which has also 
the property of surface anaesthesia. 


SUMMARY 


48 patients were anaesthetised with carbocaine 
hydrochloride at Safdarjang Hospital with only 
two failures. No toxic symptoms or other adverse 
side effects, meurological or otherwise, were 
detected. The nature of anaesthesia and its dura- 
tion were satisfactory. 
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INTRODUCTION 


The disturbance in the blood supply of the 
peripheral nerves is one of the factors responsible 
for the various types of nervous disorders and 
pathological ,changes in the nerves. Several 
workers had previously studied the problem of 
blood supply of the nerves. Minute arteries sup- 
plying the nerves were known to the earlier 
anatomists. In 1768 Isenflamm and Doerffler for 
the first time discussed the probable significance of 
vasa nervorum. In 1890 Quenu and Lejars 
regarded vasa nervorum as something more im- 
portant than mere pathways for collateral circula- 
tion. They suggested that diminished vascularity 
of the vagus and recurrent laryngeal nerves might 
account for difficulties in speech and respiration 
after thyroidectomy. 

Between 1859 and 1898 certain generalised 
facts about the source, number, size, direction, 
length, mode of distributions, etc., of the vasa 
nervorum have emerged from the works of 
Hyrtl, Quenu and Lajars, Tonkow, Bartholdy 
“and others. These generalisations have not under- 
gone any significant change and, in fact, have 
been confirmed by subsequent work. 

It was previously believed that for the function 
of the peripheral nerves only the anatomical and 
physiological continuity of the axon with the cell 
body was essential. But later Okada, Koch, 
Gerard, and recently Bulbring and Burn (1939) 
proved beyond doubt, by physiological experi- 
ments and clinical observations, that whenever 
there is occlusion of the blood supply to the 
nerves, there is definite impairment in the func- 
tion thereof. 

It is thus evident that there is a definite rela- 
tionship between the blood supply of a nerve and 
its function, especially in associated pathological 
conditions. In certain diseases particular seg- 
ments of certain nerves are involved. This may 
have a bearing on their blood supply. Keeping 
this view in mind a study of the blood supply of 


the median and ulnar nerves was undertaken by 
the authors. 


MATERIAL AND Mk&THOD 
The study comprised dissection of the upper 
limbs of eight human bodies and correlating the 
findings in respect of the vasa nervorum of the 
median and ulnar nerves of the first body with 
those of the subsequent ones, in order to prove 
their constancy. It was essential that the bodies 
were well injected with the usual solution con- 
taining formalin, red lead, arsenic, varnish, lin- 
seed oil, etc. The injections were preferably given 
in the axillary arteries. The dissections of ulnar 
and median nerves, the axillary, brachial and 
ulnar arteries had to be simultaneous for tracing 

the fine vascular twigs to the nerves. 


OBSERVATIONS 


In all the 16 limbs dissected no major abnor- 
mality of the axillary, brachial or ulnar arteries 
was noted. The vasa nervorum of the median 
and ulnar nerves were recorded separately, region- 
wise, in the upper limb. 


MEDIAN NERVE : 

(A) Axilla—i. An artery arising a little below 
the vasa nervorum to the ulnar nerve from the 
subscapular artery, crossed over the ulnar nerve 
and wound round the posteromedial aspect of the 
median nerve to supply it. 

2. Another artery arising from the anterior 
aspect of the axillary artery, after running a 
straight course, entered the nerve sheath on its 
lateral aspect. Its ascending ramus ran over the 
posterior aspect of the nerve. 

(B) Arm—1. branch from the brachial 
artery taking origin near the insertion of the 
coracobrachialis muscle took a straight course to 
enter the lateral aspect of the nerve. 

2. About 1 cm. below the first, another 
artery originated from the brachial artery to sup- 
ply the nerve. 

3. A little lower down one of the vasa vaso- 
rum of the brachial artery gave off a branch to the 


nerve. 
4. At the junction of the middle and upper 


one-third of arm the profunda artery contributed a 


twig which ran downwards and lateralwards to 
enter the median nerve on its lateral aspect. 

5. In the lower third of the arm the brachial 
artery contributed three branches about 4", 24’, 
and 1}” from the elbow joint. 

(C) Cubital fossa—i. A little above the base 
of the cubital fossa, the nerve received a branch 
from the brachial artery which ran downwards 
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and medially and entered the posterior aspect of 
the nerve. 

2. Another branch of measurable size arising 
from the brachial artery a little below the base of 
the cubital fossa coursed medially and downwards 
to enter the nerve on its posterior aspect. 

(D) Forearm—The arteria mediana taking 
origin from the anterior interosseous artery cours- 
ed forwards between the flexor digitorum profun- 
dus and flexor pollicis longus muscles to the 
median nerve with which it descended beneath 
the flexor retinaculum. This artery supplied 
numerous twigs to the median nerve throughout 
its course. In the palm it gave off digital 


branches to the digital branches of the nerve. 
This artery was subject to variation, sometimes 
it arose from the common interosseous artery, and 
in cases where it was absent it was replaced by 
muscular branches of the ulnar artery which sup- 
plied the nerve. 


Subscapular artery 


Profunda brachii artery 


Ulnar collateral artery 


Posterior ulnar recurrrent artery 


Anterior interosseus artery 


Median artery 


Fic. 1—SHOWING ARTERIAL SUPPLY TO THE 
MEDIAN AND ULNAR NERVES 


ULNAR NERVE : 


(A) Axilla—A branch of subscapular artery, 
arising proximal to the origin of circumflex 
scapular artery coursed downwards and laterally 
and entered the medial aspect of the ulnar nerve 
(sometimes it gave off a twig which supplied the 
median nerve). 

(B) Arm—Before the ulnar nerve pierced the 
medial intermuscular septum it received a branch 
from the ulnar collateral artery which ran up- 
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wards to supply the nerve. The ulnar collateral 
artery kept company with the nerve but for the 
vasa nervorum mentioned, it did not give off any 
other branch to the nerve. 

(C) Forearm—1. In the upper one-third of the 
forearm the ulnar nerve was supplied by the pos- 
terior ulnar recurrent artery which gave off 3 to 
4 branches to the nerve at the level of medial 
epicondyle. 

2. In the middle and lower third of the fore- 
arm the ulnar artery gave off several branches to 
the nerve which coursed downwards and medially 
to enter the nerve on its lateral aspect. These 
branches were present up to the upper border of 
flexor retinaculum. Over the retinaculum no 
branches were given off by the artery, and digital 
branches of the nerve received vasa nervorum from 
the digital branches of the superficial palmar 
arch. 


SUMMARY AND CONCLUSION 


Sixteen upper extremities were dissected to 
find out the blood supply of the median and the 
ulnar nerves. 

The vasa nervorum to the median nerve were 
more plentiful than those of the ulnar nerve in 
the region of the arm. 

The vasa nervorum to the median and ulnar 
nerves in the regions of forearm and hand had 
more or less the same distribution. 
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INTRODUCTION 


At present sulphone is considered a better 
antileprotic drug than hydnocarpus oil. Cochrane 
(1956) stated that many workers still considered 
that in lepromatous cases sulphone therapy should 
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be continued for life. Wolcott (1956) stated that in 
lepromatous cases sulphone therapy failed to 
arrest the disease in more than 40 per cent of 
cases. In this paper we have attempted to evalu- 
ate the bacteriological reduction in lepromatous 
cases with sulphone therapy as compared to treat- 
ment with hydnocarpus oil. 


MATERIALS AND METHODS 


In the leprosy outpatient department of the 
School of Tropical Medicine, Calcutta, sulphone 
therapy has replaced hydnocarpus oil therapy since 
1950. For comparison, the records of treatment 
of lepromatous leprosy having initially at least 
‘two plus’ bacteriological positivity with both 
sulphone and hydnocarpus oil were examined and 
analysed. It was noted that sulphone-treated 
patients had an average maximum dose of 100 mg. 
of DDS per day orally and the hydnocarpus oil 
treated ones had 5 ml. of the oil per week intra- 
muscularly. Both treatment schedules were 
omitted during the period of reaction. All the 


TABLE 1—SHOWING YEARLY BACTERIOLOGICAL REDUCTION IN BOTH GROUPS (PERCENTAGES SHOWN IN PARENTHESES) 
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patients were not regular in attendance as they 
should have been and some of the patients in 
both the groups discontinued treatment after a 
few years. 

The degree of bacteriological positivity of 
smears, taken by the ‘slit and scrape’ method, was 
represented as follows: 


+ = bacilli found occasionally in some 
fields. 


++ = bacilli found in every field but 
not more than 10 per field. 


+++ = more than 10 bacilli per field 
with a fair number of globi. 


++++ = plenty of bacilli and globi per 
field. 


For recording the degree of positivity, the 
maximum degree observed in 2-3 smears, includ- 
ing one nasal smear, was always considered. In 
cases where discrepancy was observed in the 


Treatment 


SULPHONE : 

No. of patients treated for 7 years . ae S| 

Average degree of bacteriological positivity per 2-04 
patient (in plus). (100) 


Average bacteriological reduction in each year 


HYDNOCARPUS OIL : 


No. of patients treated for 7 years . 49 
Average degree of bacteriological positivity 3-20 
per patient (in plus) (100) 


Average bacteriological reduction in each year 


2-02 2:57 2:24 1-95 1-61 1-44 1-35 
(94) (80) (70) (61) (50) (45) (42) 
0-18 0-45 0-33 0-29 0-34 017 009 


(10) (5) 


TaBLe 2—SHOWING BACTERIOLOGICAL N&GATIVITY 


YEAR BY YEAR (PERCENTAGES SHOWN IN PARENTHESES) 


Years 


Treatment 


SULPHONE : 
No. of patients treated for 7 years ... is Soe 
No. of bacteriologically negative patients... 0 


HYDNOCARPUS OIL : 
No. of patients treated for 7 years ... ait 
No. of bacteriologically negative patients... 0 


19 19 19 19 19 19 19 


we 


I 

Years 
£ Initial Ist 2nd 3rd 4th 5th 6th 7th * 
60 52 43 41 38 
2-45 1-89 1-48 1-12 0-86 0-66 0-50 
a (83) (64) (50) (38) (29) (22) (17) 3 
0-49 0-55 0-41 0-36 0-26 020 O16 
‘ (17) (19) (14) (12) (9) (7) (5) i 
(iA) | 
| 

Initial Ist 2nd 3rd 4th 5th éth 7th 
; 38 38 38 38 38 38 38 + 
P 0 2 6 il 13 18 21 s 

‘ (0) (0) (5) (16) (29) (34) (47) (55) os 

0 0 2 2 5 5 

(0) (0) (0) 
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findings, an average degree of positivity was 


recorded. 


OBSERVATIONS 


The observations are summarised in Tables 1 
and 2. 


RESULTS 


Both sulphone and hydnocarpus oil are 
effective in reducing the bacteriological positivity 
of lepromatous cases, probably by bacteriostatic 
effect. 


The effect of sulphone in producing bacterio- 
logical reduction is about 3 times greater than 
that of hydnocarpus oil in the first year of treat- 
ment. Thereafter, the effect is not even double. 
Most probably the hydnocarpus oil has a longer 
lag period of effect. 


After seven years of treatment, sulphone can 
reduce the bacteriological positivity up to 17 per 
cent while the hydnocarpus oil can do so up to 
42 per cent. Thus sulphone is more effective in 
producing bacteriological reduction than hydno- 
carpus oil. 


After seven years of treatment, sulphone can 
bring about absolute bacteriological negativity in 
55 per cent of cases while hydnocarpus oil can do 
so in 26 per cent only. In case of sulphone, it 
may be assumed that bacteriological negativity up 
to 100 per cent may be observed after about 14 
years of treatment. 


CONCLUSION 


Although sulphone is found better than hydno- 
carpus oil in reducing the bacteriological positi- 
vity, specially after first year of treatment, it can 
bring about absolute bacteriological negativity to 
only 55 per cent of cases in 7 years, while for the 
remaining 45 per cent of cases a longer course of 
treatment is required, which is seldom possible in 
an out-patient clinic. Here the dosage of sul- 
phone higher than 100 mg. daily could not be 
introduced as a routine. 


Outpatient treatment for seven years have 
shown that patients seldom attend the clinic regu- 
larly. 
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Jaundice is a clinical condition characterised 
by yellowish discolouration of the mucous 
membranes, conjunctivae, and skin due to hyper- 
bilirubinaemia. The normal bilirubin content of 
the blood varies from 0°2 to 0°8 mg. per 100 ml. 
When it is persistently above 1°5 to 2 mg. per 
100 ml. the jaundice becomes overt. When the 
increase is slight, it can be detected only by serum 
analysis and the condition is known as latent 
jaundice. 

As jaundice is a clinical condition and not a 
disease we shall have to find out the causes. 


TYPES OF JAUNDICE 


Jaundice may be classified into 3 types: 

(1) Haemolytic, (2) obstructive, (3) hepato- 
cellular. 

Haemolytic jaundice—In this condition there 
is excessive destruction of red blood cells which 
occurs in the reticulo-endothelial system in the 
spleen, bone-marrow and elsewhere. The excess 
bile pigment derived from the breakdown of 
haemoglobin circulates in the blood, and the 
liver tries to excrete it as far as possible in the 
intestine giving rise to increased excretion of uro- 
bilinogen in the stool, and part of the urobilino- 
gen in the intestine is reabsorbed and appears in 
the urine. This bilirubin (haemobilirubin or in- 
direct reacting bilirubin), due to its insolubility in 
water and to its nonpolar structure, cannot pass 
through the kidneys and the urine is ‘acholic. It 
reacts with Ehrlich’s diazo reagent only after 
treatment with alcohol—indirect van den Bergh 
reaction. 

The main causes of haemolytic jaundice are 
malaria, blackwater fever, snake venom, incompa- 
tible blood transfusion, paroxysmal haemoglobi- 
nuria, congenital and acquired haemolytic anae- 
mias, etc. 

The features of haemolytic jaundice are, apart 
from the manifestations of diseased processes, as 
follows : 

In addition to jaundice which may be latent or 
overt and of any degree of severity there is 
anaemia and reticulocytosis. The pulse is usually 
rapid, the stool is bright yellow. The urine is 
free from bile pigment and bile salt and is generally 
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of normal colour at the time of voidance, and 
becomes darker later on due to oxidation of uro- 
bilinogen into urobilin. The spleen is usually 
enlarged perhaps due to the overactivity of the 
reticuloendothelial cells. The jaundice is of 
lemon yellow colour. Pruritus is absent. van den 
Bergh test gives either indirect or delayed direct 
reaction. 

Obstructive jaundice—In this type there is 
obstruction to the flow of bile in the intestine, and 
the excess of bile regurgitates into the blood giv- 
ing rise to hyperbilirubinaemia. If the obstruc- 
tion is complete the stool is clay coloured, bulky, 
frothy and offensive. In incomplete obstruction 
this character of the stool is no longer present and 
it may be pale yellow. The urine is high or even 
red coloured and contains bile pigments and salts. 
Urobilinogen is absent. van den Bergh test 
gives immediate direct reaction. In chronic 
obstruction persisting for a pretty long time the 
liver is enlarged. Gallbladder is usually palpable 
in the absence of gallstones (Courvoisier’s law). 
There is bradycardia due to excess of bile salt in 
the blood stimulating the vagus (sinus brady- 
cardia). Pruritus is usually present and some- 
times becomes very intense making the patient’s 
life miserable. In prolonged obstruction, the 
jaundice often takes a greenish tinge. When the 
obstruction is complete, vitamin K is not absorbed 
from the intestine leading to prothrombin defi- 
ciency—as a result there is increase of coagulation 
time and there is a tendency to haemorrhage. In 
a small proportion of very chronic cases patients 
may develop xanthoma and telangiectasis. In 
long standing obstructive jaundice, the liver 
parenchyma suffers damage and the patient may 
die of hepatic coma. It is a pointer that in all cases 
of obstructive jaundice (surgical) the obstruction 
should be relieved as quickly as possible to 
prevent damage to the parenchyma. 

The common causes of obstructive jaundice 
are gallstone in the common bile duct, carcinoma 
of the head of the pancreas, carcinoma of the 
gallbladder and common bile duct, malignant 
metastasis of the lymph node at porta hepatis. 
Intrahepatic obstruction may be due to infective 
cholangitis which generally occurs in long stand- 
ing extrahepatic obstruction. It may also be due 
to growth in liver and after prolonged administra- 
tion of chlorpromazine. It may also occur due 
to oedema and swelling of the liver cells in cases 
of hepatocellular jaundice. 

Hepatocellular jaundice—Here the jaundice is 
due to involvement of liver, either the polygonal 
cells or the Kupffer cells and the sinusoids or 
biliary capillaries are involved. In this type the 


power of transferring the bilirubin from the blood 
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by the liver cells is greatly hampered. The cellu- 
lar degeneration and necrosis permit diffusion of 
bilirubin from the blood into the bile canaliculi 
but as a result of swelling of liver cells and oedema 
there is intrahepatic obstruction which causes 
regurgitation of bile into the blood. 

The causes of this type of jaundice are many of 
which some are given below : 


(A) INFECTION : 


(i) Viral: Infective hepatitis, homologous 
serum jaundice, infectious mononucleosis, 
atypical pneumonia, and yellow fever (not 
met with in this country). 

(ii) Spirochaetal: Weil’s disease. 

(iii) Protozoal: Malaria, kala-azar, amoebiasis. 
In amoebic hepatitis jaundice is extremely 
rare. 

(iv) Bacterial: Typhoid fever, 
septicaemia, etc. 

(v) Chemical and drug induced: Chloroform, 
carbon tetrachloride, yellow phosphorus, 
trinitrotoluene, arsphenamine, copper sul- 
phate, gold, cinchophen, amidopyrine, 
chlorpromazine, alcohol, bromethol and 
other basal anaesthetics, rarely after pro- 
longed administration of methyl testo- 
sterone and synthetic oestrogens. It is to 
be noted that prolonged administration of 
antibiotics and sulphonamides may give 
rise to hepatocellular jaundice. 


pneumonia, 


(B) DEFICIENCY OF CERTAIN SPECIFIC FACTORS 
(METHIONINE, CHOLINE AND CYSTEINE) 


The clinical features of hepatocellular jaundice 
vary according to the aetiology. Here the 
manifestations are partly due to parenchymal 
damage and partly due to intrahepatic obstruc- 
tion. In the early stage due to damage of 
the liver cells, constitutional symptoms such 
as anorexia, nausea and vomiting, abdominal 
discomfort, constipation or diarrhoea, fever, etc., 
are generally marked. The stool is pale yellow. 
The urine contains very little bile pigments 
and salts, but there is excess of urobilinogen. 
With the progress of the disease intrahepatic 
biliary obstruction becomes predominant, the stool 
assumes clay colour, and the urine contains more 
bile pigment and less urobilinogen. van den 
Bergh test gives usually biphasic reaction. During 
the stage of recovery the stool again becomes 
yellow and the bilirubin content of the urine 
decreases with an increase in urobilinogen. In 
complete obstruction pruritus and bradycardia are 
present. Bleeding may occur as a result of pro- 
longed prothrombin time due to lack of storage of 
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vitamin K. In persistent type there is always a 
risk of hepatic coma. 


CLINICAL EXAMINATION 


Most cases of jaundice can be diagnosed by 
careful examination and a few bedside laboratory 
tests. Only a few cases need elaborate and compli- 
cated tests for liver function and radiography. 
Jaundice is easy to detect if the patient is examin- 
ed in day light. The yellow subconjunctival fat 
may sometimes cause confusion. The other two 
conditions which may give rise to yellowish dis- 
colouration simulating jaundice are due to mepa- 
crine intake and to carotinaemia. After the intake 
of mepacrine the yellow colouration is due to the 
pigment ef the drug and not to hyperbilirubinae- 
mia. The condition is generally innocent and dis- 
appears quickly after the drug is stopped. In caro- 
tinaemia which occurs after excessive intake of 
corrots, squash, spinach, oranges, egg yolk, etc., 
the yellowish colouration is due to xanthosis of the 
skin and increased lipochromes in the blood. This 
condition should not be confused with jaundice. 
The yellowish discolouration is seen in the skin 
of palms, soles, forehead and does not appear in 
the conjunctivae and buccal mucous membranes 
as the pigment is secreted in the sweat and the 
sebum. van den Bergh test is negative. The con- 
dition is usually harmless. Sometimes it may be 
present when there are increased lipoids in the 
blood as in hypothyroidism and diabetes mellitus 
and rarely in nephrotic syndrome. 

History—The history is very important. 
Pertinent details as regards occupation, past ill- 
ness, recent intake of medicines and injections, 
étc., should be taken into account. 


Age and sex—In newborn babies jaundice is 
not uncommon. The causes are physiological 
jaundice, immaturity, umbilical sepsis, congenital 
abnormality in the bile duct, erythroblastosis 
foetalis, infective hepatitis, congenital syphilis, 
etc. 

In young persons infective hepatitis is the 
commonest cause. Im persons round about 40, 
gallstone is a common cause. In elderly people 
carcinoma should be thought of. 


Onset and course—Sudden onset is suggestive 
of haemolytic jaundice. In obstructive and 
hepatocellular type, jaundice is generally gradual 
and progressive although there is often fluctuation 
in its intensity. In persistent and progressive 
jaundice particularly in elderly people, the ques- 
tion of malignancy should arise in the mind. 
Jaundice of very short duration may be due to 
haemolytic cause or a passing gallstone. In infec- 


tive hepatitis jaundice may persist for 2 weeks to 
3 months or for a longer time. The longer 
jaundice persists the graver is the prognosis. In 
gallstone obstruction the onset is often heralded 
by typical attacks of biliary colic, such as severe 
colicky pain in the right hypochondrium, often 
referred to in the right shoulder and associated 
with bilious vomiting. A gallstone impacted in 
the common bile duct near the ampulla of Vater 
often gives rise to frequent attacks of fever with 
chill and rigor simulating malaria. In infective 
hepatitis the jaundice is usually preceded by a 
short period of febrile episode. 

Pain as a feature—Pain is an important feature 
of biliary colic although some cases may not 
give such a history (silent gallstone). In infective 
hepatitis the patient may complain of pain and 
discomfort over the hepatic region. In malignant 
liver there may or may not be any pain. 


Examination of the abdomen—In all cases of 
jaundice a thorough examination should be made 
particularly of the liver, gallbladder and spleen. 
In infective hepatitis and biliary cirrhosis the liver 
is enlarged and usually tender and firm with 
smooth surface. In malignant liver it is hard and 
irregular, and tenderness may or may not be pre- 
sent. In obstructive jaundice of long duration 
the liver is large, smooth and tender. When gall- 
bladder is distended it forms a pyriform swelling 
in the right hypochondrium pointing towards the 
umbilicus, moves with respiration, and is dull on 
percussion, the dullness being continuous with 
that of liver dullness. Distended gallbladder is 
usually present when the obstruction is other than 
the gallstone. Murphy’s sign is very often posi- 
tive in cholecystitis with or without cholelithiasis. 
In carcinoma of the gallbladder it is palpable as 
a hard nodular lump. There lies a great fallacy 
in eliciting Murphy’s sign particularly if the liver 
is enlarged and tender. 

The spleen is generally palpable in haemolytic 
jaundice and it may also be palpable in a few 
cases of infective hepatitis. If ascites is present 
malignancy and posthepatic necrosis should be 
thought of. 


INVESTIGATIONS 


In all cases of jaundice certain simple bedside 
investigations are illuminating. Naked eye exam- 
ination of stool and urine must be made. This is 
very often neglected by the physician. 

Stool—The colour, consistency and character 
of the stool is important, particularly in the 
obstructive type. 

Urine—It should be examined for bile pig- 
ment, bile salt, urobilinogen and others. Test for 
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urobilinogen is very simple. It should be stressed 
that the examination should be made on freshly 
passed samples. 

Blood—Apart from routine blood examination, 
e.g., haemoglobin estimation, total white and red 
blood corpuscles and differential counts, malarial 
parasites, bleeding time, coagulation time, fragi- 
lity test for R.B.C. and Coomb’s test may be done 
in haemolytic anaemias—congenital and acquired. 
Blood for W.R. and Weil-Felix test may be done 
in suspected cases. 

Biochemical tests for van den Bergh reaction, 
icteric index and bilirubin content should be done 
as a routine, though very little information is 
usually obtained regarding the type of jaundice 
present. 

Liver function tests—One group of tests for 
parenchymal function and another for excretory 
function are generally done as a routine in hospi- 
tal practice. Of these, estimation of total plasma 
protein with albumen-globulin ratio gives an idea 
of parenchymal damage and cholesterol content of 
excretory function (cf. obstructive jaundice). 
Other tests such as thymol turbidity, Takata-Ara 
and cephalin-cholesterol flocculation and estimation 
of alkaline phosphatase are not discussed here, 
as these are beyond the scope of this paper. 

For correct diagnosis, liver biopsy may have to 
be done in certain selected cases. 

Radiography—Straight x-ray as well as chole- 
cystography often reveal gallstone and the-condi- 
tion of the gallbladder though the latter is usually 
deferred in intense jaundice. 

It is sometimes extremely difficult to distin- 
guish intrahepatic obstruction (medical jaundice) 
from extrahepatic obstruction (surgical jaundice), 
and inspite of all examinations and investigations 
and day to day observations, diagnosis is not pos- 
sible and the final court of appeal is laparotomy. 


MANAGEMENT 


The ideal treatment is the removal of the 
aetiological factor. Difficulty arises in cases where 
careful observations are needed for days, and 
complicated liver function tests are necessary to 
find out the exact cause. During this period the 
patient cannot be left to his fate and something 
has to be done to protect the liver and to main- 
tain the general vitality of the patient. 

1. Bed rest—The patient should be put to bed 
as long as theré is obvious jaundice. The import- 
ance of bed rest cannot be overemphasised, as 
many patients are seen in the much-dreaded hepa- 
tic coma, after continuing the usual activities of 
daily life. 
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2. Diet—Sufficient carbohydrate has to be 
given, at least 500 g. per day in the form of soft 
rice, boiled vegetables and glucose. Glucose 
should be given at least 4 oz. a day. It can be 
drunk as ‘sarbat’ with lime juice or orange juice. 
Some patients prefer to take it in the form of a 
powder. 

Protein should be given 80 to 100 g. daily in 
the form of lean fish, lean meat, skimmed milk, 
‘chhana’, etc. 

Butter, ghee, fatty meat and other fatty and 
fried substances must be avoided. In some cases 
there is remarkable aversion for food and such 
patients should be coaxed to take food prepared 
in more palatable form. Glucose 25 per cent 100 
ml. may have to be given intravenously, twice a 
day in such cases. 

Alcohol in any form must be avoided. 


3. Drugs—Vitamin B complex in liquid or 
tablet form, and vitamin C 500-1000 mg. should 
be given daily. 

Formerly preparations containing choline, 
methionine, inositol, etc., were prescribed in large 
doses as a routine in all cases of jaundice. But 
the recent trend is that they often precipitate 
cholaemia and as such should better be avoided. 

In infective hepatitis when there is long-con- 
tinued fever broad spectrum antibiotics, e.g., 
tetracycline, chlortetracycline or oxytetracycline, 
may be tried for 4 to 6 days. 

For anaemia iron preparations, e.g., ferri et 
ammon citras, ferrous sulphate or ferrous gluco- 
nate should be admininstered and crude liver 
extract with vitamin B,, and folic acid 2 ml. 
intramuscularly every other day, up to 40 to 
60 ml., is worth a trial. 

Pruritus is often a troublesome feature and may 
disturb the patient’s sleep. Carbolic both with 5 
per cent carbolic soap or an alkaline bath (sodium 
bicarbonate 8 oz., water 30 pints at 98°F) may 
give relief. Calcium gluconate 10 per cent, 10 ml. 
intravenously daily, antihistaminics (e.g., actidil, 
avil, antistine, benadryl, ambodryl, etc.) may give 
relief in some cases. In very intractable cases of 
pruritus androgen in the form of linguettes, 10 to 
25 mg., under the tongue may be tried. 

For disturbance of sleep a safer hypnotic, e.g., 
bromide, chloral hydras, paraldehyde or glutathia- 
mid may be given. The barbiturates should be 
avoided as far as practicable. 

If the bowel becomes constipated pulv. glycyr- 
thiza co., pulv. jalap co., magnesium sulphate, 
sodium sulphate may have to be given occasion- 
ally. 

In cases of vomiting, the following prescrip- 
tion usually gives relief : 
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R/ 
Hydrarg subchlor 
Sod. bicarb 
Chloretone 


Mft. pulv ; one such every half an hour up to 
6 powders. 

Chlorpromazine should better be avoided, as it 
may give rise to further damage to liver cells. 

No treatment is needed for bradycardia. 

In long continued cases of obstructive jaundice 
vitamin K 10 mg. parenterally should be given to 
prevent haemorrhage. 

The greatest bugbear of jaundice is cholaemia. 
If there is marked anorexia and manifestation of 
neurological symptoms such as drowsiness, deli- 
rium, fluttering movements of fingers, bilateral 
extensor plantar reflex and marked oliguria, the 
danger of cholaemia is ahead and the patient 
should be given 5 to 10 per cent glucose by conti- 
nuous intravenous drip, at least 5 pints in 24 
hours and transfusion of plasma, preferably blood, 
may be helpful to tide over the crisis. Sodium or 
potassium salt of glutamic acid either orally or by 
intravenous route, or intravenous infusion of 
sodium glutamate 25 to 100 g. daily in glucose 
solution is believed by some to lower blood 
ammonia by the formation of glutamine. L-argi- 
nine 25 to 50 g. daily in glucose solution intra- 
venously is said to lower blood ammonia by fur- 
thering urea production. The use of these two 
amino-acids in the treatment of hepatic coma 
proved very disappointing in our experience. But 
we have found encouraging results with broad- 
spectrum antibiotics and corticosteroid hormones. 

Steroid hormones should not be used as a 
routine in the treatment of jaundice. In long 
standing cases, the steroids (prednisone or pred- 
nisolone 30 to 50 mg. daily in 4 divided doses or 
dexamethasone 4 to 10 mg. daily in 4 divided 
doses), although possessing no curative action, 
may be tried for some days (1 to 2 weeks), where 
the course of the disease is not favourably influ- 
enced by ordinary medicinal treatment, and in 
practice we have found many cases to have tided 
over the crisis by such steroid therapy. 

In the management of hepatocellular jaundice 
during the convalescent stage when the acute 
symptoms have subsided, the patient should lead 
a restricted life avoiding all stress and strain, and 
should avoid fatty and fried dishes for at least six 
months. A patient who is a habitual alcoholic, 
should better give up alcohol for life. 

It is needless to say that in surgical jaundice 
(extrahepatic obstruction), the obstruction should 
be relieved if possible at the earliest opportunity 
to prevent damage to the parenchyma. 
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It has been a popular misconception till 
recently that cancer is a disease peculiar to the 
civilised peoples, whatever the word ‘civilised’ 
may mean. With increasing knowledge of the 
demography of diseases it becomes more and more 
apparent that no race, age, sex or geographic area 
is immune from neoplastic diseases though there 
does exist a significant variation in the histological 
types and the site incidence of neoplasms seen. 
Little statistical information is available on the 
overall incidence of cancer in India. However, 
those who are called upon to handle patients with 
cancer have no reason to doubt the prevalence of 
neoplastic diseases among the patient population. 
The pioneer work of Khanolkar (1954) is interest- 
ing in this context. He has demonstrated that 
the corrected death rates from cancer are closely 
approximated at Bombay, New York and London. 

In general, neoplastic diseases tend to occur in 
an ageing population. Because of the high 
incidence of deaths from infectious diseases 
(bacterial or parasitic) and the relatively short 
life-span, a large segment of the population does 
not live to the age of rising cancer incidence. 
Still, because of the large number of people 
involved, the number of patients with cancer at 
any one time is possibly quite high. With increas- 
ing effectiveness of public health and preventive 
medical measures one can foresee a time in the 
not-too-distant future when we will be forced to 
consider the problem of cancer in India much 
more seriously than we are wont to do today. 

The scope of the problem can be estimated 
from the data available from countries where the 
incidence of cancer is documented and concerted 
efforts are made to combat it. According to the 
American Cancer Society (1955), quoted by 
Cameron (1956), there are 400,000 to 500,000 


*In this paper the term ‘cancer’ 
synonymously with ‘malignant neoplastic 


has been used 


= 
be 
. 
- 
disease’. 
= 


patients with cancer in the United States, and of 
the existing population at least 4 million can 
expect to suffer from the disease at some subse- 
quent period. The estimated incidence of and the 
death-rate from cancerous diseases as given by 
Cameron (1956) are shown in Table 1. 


TABLE 1—SHOWING ESTIMATED CANCER INCIDENCE AND 
DgaTHs IN U.S.A. 


Cancer incidence and 


death Year Men Women Total 


Estimated cancer 


incidence ba 1955 228,000 238,000 466,000 
Estimated cancer 
deaths ner 1953 118,827 110,252 229,079 


According to the World Health Organisation 
Report (1952), 80,663 patients died of cancer in 
1949 in England and Wales, the corresponding 
figure for France was 69,315. 

Today’s battle against cancer is international 
in its scope. There is an active International 
Union against Cancer, and even apart from the 
less ambitious cancer registries and tumour 
clinics there are more than half a dozen organi- 
sations at the national level directed exclusively 
to different aspects of the cancer problem. The 
Cumulative Indexus Medicus lists about 900 
journals of which at least 25 (2°8 per cent) deal 
with cancer exclusively, while the other journals 
also carry a fair proportion of articles dealing with 
cancer. Against the background of such an in- 
creasing concern with the problem of cancer all 
over the world it appears justified to examine the 
position in India and try to determine how best 
we can attempt to salvage and relieve the 
patients suffering from cancer. 

The idea of the ‘oncologist’ or the person 
dealing entirely and exclusively with cancer is 
relatively new. In most countries, including our 
own, the management of the patient with cancer 
has remained in the domain of the general prac- 
titioner or the general surgeon to a large extent. 
On the whole, patients so far have often had quite 
adequate treatment within the scope of existing 
knowledge of the general practitioner, the surgeon 
and the radiotherapist. As the knowledge of the 
clinical features and the modalities effective in 
controlling neoplastic diseases grows apace, people 
particularly interested in these diseases have natu- 
rally tended more and more to limit themselves 
exclusively to the management of patients with 
cancer. The present day knowledge of the wide 
variety of clinical manifestations and types of 
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effective therapy amply justify the existence of 
specialised cancer hospitals and specialised depart- 
ments of cancer management in the bigger general 
hospitals. Cancer treatment as a speciality is 
just being accepted today. As far as is known 
to the author, such specialisation has not yet been 
officially acknowledged by the formation of a spe- 
ciality certifying board in any country. We do 
need a greater number of centres for the exclusive 
investigation and treatment of the cancer patient. 
But in view of the low doctor-patient ratio in 
India at present it would possibly be more practi- 
cal to set up departments for cancer management 
in the bigger general hospitals and particularly in 
the teaching institutions. 

The key man in the attempt at cancer control 
is the general practitioner. In countries where 
the standard of health is high, the general pub- 
lic is health conscious and there is no shortage 
of trained medical personnel and finances—there 
has been a trend towards the establishment of 
cancer screening centres. The aim of such detec- 
tion centres is to examine the apparently well 
person at periodic intervals in an attempt to find 
out if the patient has an early cancer as yet 
asymptomatic, or some relatively benign condition 
which if untreated can turn into a malignant 
neoplasm. India is too poor a country to afford 
such costly luxuries now. By the same token 
efforts towards making the public cancer- 
conscious would be comparatively difficult and 
expensive at the moment. Possibly the quickest 
results in better patient salvage can be obtained 
by stimulating afresh the general practitioner’s 
interest in the disease. 

The natural history of any malignant neoplasm 
follows a certain pattern (Fig. 1). If untreated it 
is a one-way street terminating inexorably in the 
valley of death. The exact reason why and the 
exact point when a normal physiologic cell trans- 
gresses the social democracy of the body and 
changes on to the selfish and destructive anar- 
chic path of neoplasia we do not know. This 
change at a cytological level is not perceivable 
except in selected sites and by rather specialised 
screening methods (exfoliative cytology). Pro- 
gressive growth of the neoplastic cells brings 
about secondary effects, either structural or func- 
tional. Such changes or (their combination) 
make the host aware of the presence of a neoplasm. 
For a while (the exact interval varying widely 
from case to case) the neoplasm still remains 
localised to the original site or its immediate 
environs. ‘This is the stage where complete con- 
trol of the disease is possible. If untreated, the 
disease proceeds on the fatal point of no- 
return after which it invades the entire organism 
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Fic. 1—SHOWING THE PHASES IN THE NATURAL HistToRY OF CANCER 


‘ 


of the host by dissemination. Once this point has 
been reached and passed one can only hope to 
palliate the disease, and cure is no longer possible. 
However, with existing therapeutic measures 
these patients can now be relieved, sometimes for 
a long-term, and can have a relatively comfortable 
existence. 

There is thus a comparatively small segment 
of the entire course of cancer in which to diag- 
nose and attempt effective curative therapy. Be- 
fore this critical period the cancer is clinically 
latent, and after this—it is already too wide- 
spread. This is where the role of the family 
physician is so important. It is he who first sees 
the patient and continues to care for the patient 
after the completion of definitive therapy. Delay 
by the patient is beyond our control at the present, 
but delay by the first medical attendant is reme- 
diable and all our efforts should be concentrated 
on this point in the first instance. 

The place of delayed diagnosis and treatment 
as a determining factor in prognosis is often not 
realised. ‘To quote but one example, 36 per cent 
of patients seen within 2 months of the first 
symptom of lung cancer had a resection of the 
lesion as against 23 per cent patients who had a 
greater delay (Bignall, 1958). Again Bignall and 
Moon (1955) found that the 2 year survival rate 
amongst 453 patients treated surgically for lung 
cancer varied from 53 per cent for those with 
symptoms less than 3 months to about 46 per 
cent for those with symptoms more than 6 months. 


This overall inverse relationship of delay and 
resectability and survival is borne out in many 
published series about neoplasms at various sites. 

While the influence of delay upon survival- 
rate is understandable, one often does not realise 
how frequently the medical practitioner is respon- 
sible for such wastage of time. This aspect of 
the problem of delay has not hitherto received 
sufficient attention. In a series of 546 patients 
with breast cancer, Haagenson (1956) found that 
in 115 patients (about 21 per cent), the delay in 
diagnosis was due to the lesion being missed by 
the first physician to see the patient. In 25 of 
these patients the diagnosis of breast carcinoma 
had been missed by more than one physician. 
Howson (1958) analysed the cause of delayed 
diagnosis in 3,649 patients with gynaecologic 
cancer. According to him, the physician alone 
was responsible for the delay in 32°9 per cent 
cases, while the delay was entirely due to the 
patient in 37°8 per cent. In a similar study 
carried out on patients with cancer of the penis, 
Chakravorty and Whitmore (unpublished data) 
found that in 173 patients the doctor alone was 
responsible for delay in 28°5 per cent cases and 
the patient and doctor both shared the blame in 
another 22'5 per cent cases. In other words in 
51 per cent patients the doctor was partially 
responsible for missing the diagnosis. 

The first point of attack of the problem of 
delay in the diagnosis of cancer would thus appear 
to be an increased alertness on the part of the 
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physician towards the possibility of a patient 
having cancer ; in being constantly suspicious of 
any lesion of which the diagnosis is uncertain ; 
in being constantly watchful of the danger signals 
of early cancer and following them up till a diag- 
sis is established one way or the other. 

The common danger signals of cancer, the so- 
called ‘Sinister Seven’, are as follows: 


1. DISCHARGE OF BLOOD, SEROUS OR SEROPURU- 
LENT FLUID FROM ANY OF THE NATURAL 
ORIFICES. 

2. UNEXPLAINED MASS ANYWHERE IN THE BODY. 

3. ALTERATION IN BOWEL HABITS AND _ IN 
APPETITE. 

4. SUDDEN DIFFICULTY IN SWALLOWING. 

5. PERSISTENT AND PROGRESSIVE COUGH, NOT 

RESPONDING TO EFFICIENT MEDICAL TREAT- 

MENT. 

UNEXPLAINED LOSS OF WEIGHT OR FATIGUE. 

RAPID GROWTH, ULCERATION, BLEEDING OR 

APPEARANCE OF SATELLITE NODULES IN A PRE- 

EXISTING MOLE. 


The above seven danger signals obviously do 
not include all the possible protean manifestations 
of malignant neoplasms. Neither do they neces- 
sarily indicate the definite presence of cancer. 
However, in the presence of any of the seven 
danger signals mentioned above, particularly in 
the later decades of life, rapid and definitive 
efforts should be made to establish the histological 
nature of the responsible lesion. In contrast to 
other diseases, neoplasms, whether they be benign 
or malignant are often not at all dramatic in their 
onset. Unfortunately pain is conspicuous by its 
absence in the earlier stages of a cancerous dis- 
ease, thus often lulling the patient and the phy- 
sician to a false sense of security. Onset of pain 
usually indicates at least local extension of the 
disease causing tension changes in the neighbour- 
ing nerve-endings. The usual textbook descrip- 
tion of any particular cancer generally indicates 
relatively far-advanced disease and a consequently 
poor prognosis. 

Apart from the definite symptoms mentioned 
above there are certain pathological changes in 
tissues which are themselves benign but show a 
distinct tendency to proceed to malignant change 
if untreated or mistreated. Such lesions should 
therefore be treated actively and patients bearing 
such lesions should be followed at short intervals 
for the possibility of supervention of malignant 
change. Chief amongst such ‘precancerous’ 
lesions are the leukoplakias of the exposed muco- 
sae of the oral cavity, the penis and the vagina. 
Leukoplakias are characterised by a thickening 
and whitening of the mucosa quite evident on 
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naked eye examination and often clearly demar- 
cated from the surrounding normal mucosa. It is 
particularly advisable in such patients to avoid all 
sources of chronic irritation, either by local struc- 
tures or by the patient’s personal habits. Thus 
with oral leukoplakia a patient should be advised 
to have any carious teeth and badly fitted den- 
tures attended to and should be asked to refrain 
from smoking, alcoholic beverages and very spicy 
foods, etc. 

Amonst the manual labourers and the farmers 
of our country, the chronically infected and in- 
dolent traumatic ulcers constitute another impor- 
tant group of precancerous lesions. In a personal 
series of cases of skin cancers observed in this 
country we found less than 2 per cent to arise 
de novo from previously apparently healthy skin. 
The majority occurred on pre-existing chronic 
ulcers, such as incompletely healed burn-scars or 
osteomyelitic sinuses and even from areas of 
chronic fungus infection in between the toes 
(unpublished data). Khanolkar (1958) also has 
documented the occurrence of some cancers 
which are peculiar to Indians and are apparently 
conditioned by local habits. Obviously, early 
and effective treatment is mandatory for such 
lesions with distinct potentialities of malignant 
degeneration. 

There is quite a distant variation in the site 
incidence of neoplasms from country to country. 
As yet, with some notable exceptions there has 
been very little investigation done in India with 
regard to this aspect of the problem. Table 2 has 
been compiled from data published by Nath and 
Grewal (1935, 1937) and by Khanolkar (1958). 
Nath and Grewal’s figures are based on histo- 
logical reports from various hospitals in India. 


TaBLeE 2—SHOWING PERCENTAGE INCIDENCE OF CANCER 
IN INDIA 


Nath & Nath & Khanolkar 


Site Grewal Grewal (1958) 
(1935) (1937) 

Intraoral 8-1 12-8 31-1 
Oesophagus 5-6 
Gastro-intestinal ... 3-5 41 46 
Larynx ° ° 9-6 
Uterus i 10-0 13-6 173 
Penis 4:3 8-0 1-1 
Breast 10-0 8-8 11-0 
Skin abe 88 10-9 25 
Sarcoma 28-0 246 68 
als 27:3 17-2 10-4 


Miscellaneous* 


* Indicates sites where the distribution percentage 
cannot be obtained from the original article, these 
figures therefore have been averaged in the column 
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Unfortunately the histological classification is 
somewhat antiquated and therefore the site 
distribution cannot always be compared with the 
more modern and detailed analysis of Khanolkar. 

It will be seen from Table 2 that cancer of 
the head and neck area is possibly most com- 
monly seen in our hospitals. It is beyond the 
scope of the present paper to go into a detailed 
discussion of the early signs and symptoms of 
cancers at various sites. However, Table 2 
will serve to focus attention on the more 
common sites of cancer amongst our patient 
population. 

By using methods of investigation that are 
relatively inexpensive, easy to perform and take 
but little time, the competent general practitioners 


PERSON CAUSE EFFECT 
Goes to 
family physician 
Potions Symptom 
Special examination 
as canter suspected 
referred to tumour 
clinic 
Physician Sign 


Tumour clinic 


( therapeutic team ) 


2—DIAGRAMMATIC REPRESENTATION OF THE COURSE 
Or EVENTS FOR a SUSPECTED CANCER PATIENT 


can often definitely establish the diagnosis in a 
patient with a suspicious lesion. Fig. 2 depicts 
diagrammatically the course of events for a patient 
with a suspected symptom or lesion. 

The . cornerstone of cancer diagnosis and 
therapy is the microscopic appearance of the 
lesion. Material for such histological examina- 


tion (biopsy) can be taken by various methods 
(Fig. 3). 


| 


Fic. 3—SHOWING TECHNIQUES OF BIOPSY 


1. Partial Excisional Biopsy. 2. Excisional Biopsy. 
3. Aspiration Biopsy. 4. Exfoliative Cytology. 5. Endo- 
scopic Biopsy. 


For lesions situated on the skin or on easily 
accessible mucosal surfaces a piece of the suspect- 
ed tissue can be obtained (together with some 
adjacent normal tissue for comparison) by remov- 
ing a segment under local anaesthesia. For small 
lesions it is possibly wiser to do an excision 
biopsy. In other words to excise the lesion in toto 
with a margin of normal tissue and send the whole 
specimen for histological examination. For sub- 
cutaneous lesions a similar complete excision can 
be done under local anaesthesia. If the lesion is 
of large size or situated at a depth (for example in 
the bones) it is often possible to aspirate the 
tumour substance with a suitable wide-bore needle 
and then examine the aspirate. With the help of 
an experienced pathologist, such biopsies are often 
diagnostic, particularly if definitely malignant 
cells can be identified. 

For lesions situated in hollow muscular tubes 
of the body biopsy can be done with an appro- 
priate endoscope. Proctosigmoidoscopy, cystos- 
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copy, bronchoscopy, oesophagoscopy, etc., are 
routine procedures carried out in many hospitals 
today. It is quite easy to obtain a suitable frag- 
ment of tissue while the endoscopy is being per- 
formed. Endoscopic biopsies are possibly best 
performed in a hospital as they need a suitable 
armamentarium, experienced personnel and withal 
are uot without some minor hazard. 

In contrast to surgical biopsy of tissues 
(whether by cutting, by total excision or by 
endoscopy) there is a very easy method of exami- 
nation which can be carried out at least partially 
at the office of almost any general practitioner. 
This is exfoliative cytology. During the last 
twelve years or so enough experience has been 
obtained with the use of this method to prove its 
efficacy without any doubt. The normal wear and 
tear of living causes shedding of the surface epi- 
thelia of all the body passages. Exfoliative cyto- 
logy is based on the fact that in case of carcinoma- 
tous change in any mucosa, the neoplastic cells 
are shed together with the normal cells. If these 
exfoliated cells are collected and preserved pro- 
perly, smears can be made, stained and histo- 
logically examined for cellular structural details. 
Exfoliative cytology has been found to be parti- 
cularly useful in the cellular study of the mucosae 
of the cervix uteri and the tracheobronchial tree. 
The great aedvantage of the method lies in its 
relative simplicity as it allows us to diagnose a 
neoplasm before it has transgressed the boundaries 
of cytological change and has gone on to the phase 
of histologically invasive cancer. 

While the special examinations can possibly 
be most easily done at a tumour clinic some of 
them are easy enough to permit hoping that they 
will be performed more and more often at doctors’ 
offices. Once the suspicion of cancer has been 
aroused the family physician can either send the 
patient to a specialised clinic or carry on the basic 
investigations himself as outlined above. In either 
instance, when the diagnosis has been established 
the treatment of the patient is best undertaken by 
the appropriate modality (be it surgical, radia- 
tional, chemotherapeutic or hormonal) by people 
with experience in the management of such cases 
and at centres where ample facilities exist for 
offering the patient the best that is available 
today. For selection of the therapy applicable, the 
family physician should be consulted if possible 
for he is in the best position to know the home 
situation, etc., of the patient. With completion of 
therapy further management of the patient has to 
be a responsibility jointly shared by the cancer 
centre and the family physician. The weak point 
in cancer therapy, particularly in this country, is 
in the follow-up of treated patients. If we do not 
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have data on the long-term follow-up of patients 
it is impossible to decide on the efficacy or other- 
wise of any particular method of treatment. 
Effective follow-up is only possible if we have 
the whole hearted co-operation and interest of the 
physician responsible for the home-care of the 
treated patient. This concept of the integrated 
treatment of cancer is summarised in Fig. 4 which 
is of the nature of a flow-sheet of the whole 
process. 


FAMILY 
PHYSICIAN 


Fic, 4—A FLow-SHeet SHOWING THE CONCEPT OF 
INTEGRATED TREATMENT OF CANCER 


SUMMARY 


Cancer is not uncommon in India and there is 
reason to expect an increase in its incidence with 
the passage of time. 

The salvage-rate from cancer can only be 
increased by a constant alertness as to the possi- 
bility of the disease. 

The general practitioner is the keyman in the 
fight against cancer. 

The common danger signals of cancerous 
diseases are enumerated and the basic methods of 
diagnosis discussed. 

A plan is given for the integrated management 
of the patient with cancer. 
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SPERMICIDAL ACTION OF CERTAIN 
ALKYLPHENOXY-POLYETHOXY- 
ETHANOLS AND CONTRACEPTIVE 
JELLIES AND CREAMS 


B. N. CHOWDHURI, 
AND 
H. L. BAMI, F.1.c. 
Central Drugs Laboratory, Calcutta 


A large number of pure chemicals and com- 
mercial contraceptive preparations have been 
studied by Baker (1931, a and b ; 1932, a and b), 
Baker and Ranson (1934) and Baker et al (1937) 
for their spermicidal properties against guinea-pig 
sperms. These studies were specially significant 
in view of the easy availability of guinea-pig 
sperms which responded to the chemical action in 
much the same way as human sperms (Baker 1932, 
b). The same technique suitably modified was 
later adopted in this laboratory by Dutta et al 
(1946) to evaluate certain hydrocupreidine deriva- 
tives as spermicides. A large number of chemical 
spermicides have been effectively incorporated in 
various types of contraceptive preparations such as 
pessaries, foam tablets, vaginal creams and jellies. 
Contraceptive vaginal creams and jellies currently 
in use in India are mostly based on chemical 
spermicides like phenylmercuric salts, formal- 
dehyde, phenols, organic acids and alkylphenoxy- 
polyethoxyethanols. In these preparations, chemi- 
cal spermicides are dispersed in gums, stearic acid 
or ricinoleic acid emulsions. Boric acid, organic 
acids, emulsifiers, preservatives and perfumes are 
other important additives. Certain alkylphenoxy- 
polyethoxyethanols now used as spermicides, have 
the additional desirable property of being surface 
active. These compounds therefore combine their 
intrinsic spermicidal action with the property of 
effecting complete dispersal at the site of action. 


EXPERIMENTAL METHOD 


In the present investigation, eight contracep- 
tive vaginal creams and jellies were studied for 
their spermicidal action against cavy sperms 
according to the method of Dutta et al (1946). 
For comparative evaluation, active ingredients of 
jelly ‘A’ and cream ‘B’ (Table 1), viz., p-di- 
isobutyl-phenoxy-polyethoxyethanol and _  nonyl- 
phenoxy-polyethoxyethanol respectively were separ- 
ately tested for their spermicidal action. This 
was also meant to indicate the role of other auxi- 
liary agents present in these preparations so far as 
spermicidal action was concerned. Considering 


that ‘T'ween 80, a common emulsifier, also belongs 
to the general group of polyoxyethylene deriva- 
tives, it had been included in the study. 

Different dilutions of the pure chemicals were 
made in distilled water for testing. Jelly ‘A’ and 
cream ‘B’ were diluted with water keeping in 
view the results obtained with their active in- 
gredients. In the rest of the cases, the prepara- 
tions were diluted as such without considering 
their individual ingredients. As expected, all of 
them dispersed adequately in the aqueous medium. 
The results obtained are given in Table 1 with 
particulars of composition in the last column. 


DISCUSSION 


It was decided that 100 per cent immobilisa- 
tion of the sperms after 5 minutes of contact with 
a particular concentration should be considered as 
a criterion for acceptability as a contraceptive. A 
concentration of a product which could not meet 
this standard was considered unsatisfactory. A 
preparation which could not be diluted at least 20 
times to meet the above standard, was also con- 
sidered unsatisfactory (Baker 1931, a and b). A 
perusal of the results given in Table 1 will make 
the following points clear : 

1. Lack of activity in case of Tween 80 made 
it evident that p-di-isobutylphenoxy-polyethoxy- 
ethanol and its nonyl isomer were specific in their 
spermicidal activity and this property did not 
necessarily extend to other non-ionic surface- 
active agents based on ethylene oxide condensates. 

2. The minimum spermicidal concentration in 
case of  p-di-isobutylphenoxy-polyethoxyethanol 
and its nonyl isomer was 0°025 per cent. In the 
case of jelly ‘A’ and cream ‘B’ based on these 
chemicals respectively, the same concentration of 
these active agents was found to be the minimum 
spermicidal strength. This indicated that the pre- 
sence of boric and other organic acids in these 
substances had little or no effect so far as spermi- 
cidal properties were concerned, at least in con- 
centrations in which they were present in these 
preparations. Apparently the spermicidal agents 
in these substances were also not bound with 
other ingredients which could decrease their 
effectiveness. 

3. In case of contraceptive jelly ‘A’ and cream 
‘B’ although the minimum spermicidal concentra- 
tion in terms of the active ingredient was identi- 
cal (0°025 per cent), the latter preparation con- 
tained five times the active agent contained in the 
former. Consequently, cream ‘B’ was capable of 
withstanding a dilution of 200 times compared to 
40 in case of jelly ‘A’. From the spermicidal 
point of view, contraceptive cream ‘B’ would 
therefore be five times more active than jelly ‘A’. 
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Sr. No. 


Products 


Spermicidal action** 


5 minutes 30 minutes 


Remarks and particulars of 
the products 


11. 


xyethanol 


p-nonyl-phenoxy-polyetho- 


xyethanol 


Contraceptive 


Contraceptive 


Contraceptive 


Contraceptive 


Contraceptive 


Contraceptive 


Contraceptive 


Contraceptive 


Polyoxyethylene (20) Sorbitan 
mono-oleate (Polysorbate 80, 
U.S.P.; Tween 80) 

p-di-isobutylphenoxy-polyetho- 


‘A’ 


‘*B’ 


‘G’ 


‘H’ 


ococo 


Commercial grade product used 


Product contained in jelly ‘A’ 


Product contained in cream ‘B’ 


* Based on original 1 per cent 
content of p-isobutyl-phenoxy- 
polyethoxyethanol of the jelly 
(also contained boric acid 30 
per cent, ricinoleic acid 0-7 per 
cent and acetic acid 0-6 per 
cent) 

+Based on original 5 per cent 
content of nonyl-phenoxy-poly- 
ethoxyethanol of the cream 
(also contained acetic acid 0°35 
per cent and benzoic acid 0:1 
per cent) 

tBased on original 0-02 per cent 
content of phenyl mercuric ace- 
tate (also contained 8 per cent 
of Tween and 2 per cent of 
boric acid) 

Active content : trioxy-methylene 
0-04 per cent and sodium oleate 
0-67 per cent (also contained 
ionic surface active agents 0-5 
per cent of trihydroxy-ethyl- 
amine 7-91 per cent) 

(Based on original 0-1 per cent 
content of formaldehyde (also 
contained boric acid 2-66 per 
cent) 

§Based on original 0-54 per cent 
content of hexyl-resorcinol 


Active content : lactic acid 1-5 per 
cent ; salicylic acid 0-6 per cent; 
resorcinol 0-15 per cent; iodine 
0-005 per cent; and formalin 
0-05 per cent 

Active content; lactic acid 4 per 
cent; boric acid 2 per cent and 
sodium dihydrogen phosphate 
5 per cent 


** (0=Absolutely no movement in any sperm in 10 microscopic fields ; 1 =Slight movement in any sperm and less than “2” ; 
2=10 to 50 per cent of the sperms active to any degree; 3=Majority of sperms active in varying degrees. 


> ; TABLE 1—SHOWING SPERMICIDAL ACTION OF CERTAIN POLYETHOXYETHANOLS AND CONTRACEPTIVE JELLIES AND CREAMS 
Concen- 
percentage After After 
(w/v) 
0-5 
2. 1-0 

0-5 
0-1 
0-05 
0-025 

= 0-01 

0:08 
0-025 

0-01 
0-025 
0-01 

0-00625 
5. cream 1 :125 0 0 
0-025 1 :200 0 0 
a 0-01 1 :500 2 2 

6. cram 1:10 0 
0-0004 1:50 0 0 
0-0002 1 :100 2 0 : 

7. cream ~... 1:10 0 0 
1:20 0 0 
_ 1:50 1 0 
_ 1 :100 2 2 
8. jelly .. 0019 1:10 a 
0-005 1 :20 1 1 
0-002 1:50 2 2 he 

0-027 1:20 0 
0-011 1:50 1 
1 :20 0 3 
1 :50 0 
1 :100 1 
=. 1:10 0 = 
1:20 0 
1:50 0 
1 :100 0 
1 :200 2 


410 J. INDIAN M. A., VOL. 36, NO. 9, MAY 1, 196i 


4. The preparation containing phenylmercuric 
acetate (cream ‘C’) was the next best. In this 
respect, this compared well with jelly ‘A’. 

5. Cream ‘D’ based on trioxymethylene and 
sodium oleate and cream ‘F’ based on hexylresor- 
cinol could only stand a dilution of about 20 times 
which was the minimum limit suggested. Jelly 
‘E’ based on 1°1 per cent formaldehyde could only 
stand 10 times dilution, although in jelly ‘GC’, 
formalin in association with organic acids, resorci- 
nol and iodine could stand a dilution up to 50 
times. Spermicides contained in these prepara- 
tions could therefore not be considered as very 
satisfactory. Besides, the possibility of formalin 
damaging the mucous membrane by hardening 
should also be considered. 

6. Contraceptive jelly ‘H’, entirely based on 
buffered acids, such as lactic acid could stand a 
dilution up to about 100 times which was one-half 
of the effective dilution as in case of the best con- 
traceptive cream ‘B’ containing nonyl-phenoxy- 
polyethoxyethanol. A detailed evaluation of its 
spermicidal activity indicated that this action was 
entirely due to acid pH. For instance a dilution 
of one in hundred had a pH of 2 only. Several 
organic acids are known to be good spermicides 
(Baker, 193la) by virtue of their ability to change 
the pH of the medium. It has been observed that 
the mobility of sperms is arrested below pH 65 
(Dutta et al, 1946) and that they are killed below 
pH 5°0 (Baker, 1931a). However, it is not un- 
likely that such highly acid preparations may 
give rise to local irritation and toxicity on pro- 
longed use and consequently the efficacy of such 
preparations will have to be judged from that 
point of view. 

The efficiency of contraceptive preparations for 
local use cannot, therefore, be judged on the basis 
of their spermicidal activity alone. The possibility 
of their causing local irritation and toxicity on 
prolonged use must not be overlooked and for this 
purpose they must be carefully examined. In 
order to study mucous membrane irritation, the 
rabbit eye method developed by Draize et al (1944) 
has been employed previously. Recently a better 
and more sensitive method, known as the ‘rabbit 
vaginal irritation test’ (Holzaepfel et al, 1958) has 
been developed. Using this technique, a useful 
therapeutic index (i.e. the ratio between the maxi- 
mum non-irritating concentration and the mini- 
mum spermicidal concentration) has been worked 
out in case of several alkylphenoxy-polyethoxy- 
ethanols and other compounds (Holzaepfel et al, 


1959). In the above mentioned paper, the maxi- 
mum mon-irritating concentration for sonyl- 
phenoxy-polyethoxyethanol has been given as 


4°0 per cent. In view of the above finding and 


from the present observation that a concentration 
as low as 0°025 per cent of this compound was 
effectively spermicidal, there is little justification 
to incorporate 5°0 per cent of this spermicide in 
cream ‘B’. It should be borne in mind that the 
surface-active class of spermicides causes subjec- 
tive as well as objective signs of irritation unless 
the concentration is very low (Woodard and Cal- 
very, 1945) and that in this respect they behave 
more or less like soaps. 

A good contraceptive preparation should be 
effective as a spermicide as well as be free from 
toxicity on prolonged use. The concentration of 
the active agent in such a preparation should be 
so adjusted that besides being effectively spermi- 
cidal on reasonable dilution (not less than 1 in 20), 
the preparation is free from untoward effects even 
when it comes in contact with the tissues in its 
original concentration undiluted. This is only 
possible when the preparation has a wide margin 
of safety as judged by the therapeutic index. 


SUMMARY 


p - di - isobutylphenoxy - polyethoxyethanol, its 
nonyl isomer, Tween 80 and eight representative 
samples of contraceptive vaginal creams and 
jellies based on the above and other spermicides 
have been evaluated for their spermicidal action, 
using guinea-pig sperms. Alkylphenoxy-poly- 
ethoxyethanols were found effective even at 0°025 
per cent concentration, both alone and in their 
formulations. Relative efficacies of different pre- 
parations tested have been discussed. Spermicidal 
activity is not the only criterion for the suitability 
of a contraceptive vaginal preparation and due 
weight has to be given to its irritative and toxic 
properties. 
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Fig. 1 A and B—P-A and lataral views of chest x-ray showing air in the Fig. 2—X-ray of the chest showing 
mediastinum, but none in the root of the neck. In the P-A view the pleura presence of air in the subcutaneous 


is seen separated olf trom the mediastinum by the presence of air. tissues of the neck. 


Kosuy et al—Mediastinal Emphysema ( p. 381 ) 


Fig. 1—Kidney biopsy showing structureless amyloid material Fig. 2—Kidney biopsy showing whole of the 
in the glomerular tuft. glomerular tuft replaced by amyloid material. 


(H. & E. x 300) ( H. & E. x 300 ) 


Gupta et al—Renal Amyloidosis : A Clinicopathologic Study of 21 Cases ( p- 383 ) 


> 


Fig. 1—The ulcer area showing duodenum Fig. 2—Microphotograph showing the base of the ulcer (1). 
(1), ulcer (2), pyloric region (3) and (X 100). 
stomach (4) directly underneath which lies 

the head of the pancreas (¢). 


Fig. 3—Microphotograph of duodenal ulcer showing Fig. 4—Microphotograph showing fibrous tissue and 
mucous membrane of stomach (1), ulcer (2). Underneath inflammatory cells (1) from the base of the ulcer infiltra- 
the inflammatory cells is seen dense fibrous tissue (3) which ting the pancreatic tissue (2). ( X 100 ). 


goes deep to enclose a portion of the pancreas (4). (X 40). 


Cunuttani—An Unusual Case of Duodenal Ulcer ( p, 413 ) 
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CASE NOTES 
AN UNUSUAL CASE OF DUODENAL 
ULCER* 


P. N. CHHUTTANI, mo. 


Professor of Clinical Medicine 
Medical College, Amritsar 


A case of perforating chronic duodenal ulcer 
and secondary pancreatitis which presented a 
diagnostic problem is reported below : 

The patient was a young labourer, aged 24. 
He first attended the medical outpatients depart- 
ment on 26th September, 1958 for abdominal 
complaints. His stools showed moderate cellular 
exudate and he was diagnosed and treated as a 
case of chronic dysentery. 

First admission—He was admitted as an 
emergency case in the Professor of Clinical 
Surgery’s unit on Ist December, 1958 with acute 
pain in the abdomen. This was relieved by an 
injection of morphine and atropine. Stools 
showed ova of hookworm and the urine showed 
4 to 5 pus cells per high power field. Scout film 
of the abdomen revealed no abnormality. He was 
discharged on 6th December 1958 with the diagno- 
sis of ankylostomiasis and referred to the medical 
outpatients department. 

Second admission—He was re-admitted into 
the same surgical unit the very next day, i.e., on 
7th December 1958 with another episode of acute 
pain in the abdomen, which was again controlled 
by an injection of morphine and atropine. The 
patient was discharged five days later with the 
diagnosis this time of intestinal colic. 

Third admission—The patient was admitted in 
my unit on 15th December, 1958 with complaints 
of (1) distension of abdomen after meals, (2) pain 
in abdomen, (3) vomiting off and on—all of six 
months’ duration. Six months previously he had 
insidiously started having distension of the 
abdomen after meals. He used to vomit once or 
twice daily. A. fortnight later he began to have 
pain in the upper mid-abdomen without any 
radiation. The pain used to come in attacks once 
or twice during the day and lasting 2 to 3 hours 
each time. It had no constant relation with meals 
although the patient thought that meals some- 
times relieved him. Pain, however, was relieved 
by vomiting or on taking sodium bicarbonate. 
There was a constant feeling of discomfort and 
heaviness in the same region in between the 
‘attacks’. Passage of flatus or faeces did not 


* Presented at a clinicopathological conference held 
under the auspices of the Medical College, Amritsar. 
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relieve the pain. The patient was rather con- 
stipated, and gave no history of haematemesis, 
melaena, jaundice or urinary symptoms or any 
febrile illness. He complained of weakness and 
had lost considerable weight during the illness. 
The past history was non-contributory. The 
patient had a wife and 2 children, and was on 
average mixed diet. He was not addicted to 
opium or other drugs. 

The patient was moderately built but looked 
anaemic and had koilonychia. His pulse was 
98/min., blood pressure 125/85 mm.Hg, tem- 
perature 98°2F. There was tenderness in the 
epigastrium to the right of the middle line. Liver 
and spleen were not palpable. Heart and lungs 
were normal. 

Investigations showed Hb. value of 12 g. 
/100 ml. and total W.B.C. 6800/c.mm. with 
neutrophils 72 per cent, lymphocytes 28 per cent. 
E.S.R. was 11 mm. (list hour, Westergren). Stools 
showed ova of hookworm but no occult blood was 
present. Gastric analysis showed fasting volume 
of 5 ml. with no blood, bile or starch’ throughout 
14 hours. Free acidity was 75, 62, 68, 76, 84, 86 
and 105 (N/10 NaOH) in the six 15-minute 
specimens. Barium meal study of the stomach 
and duodenum on 20-12-1958 was reported as 
normal. The stomach emptied after 2 hours and 
the duodenum was normally outlined up to the 
second part. The patient was put on an ulcer 
regime in spite of a negative barium study. He 
was discharged on 22nd December with diag- 
nosis of duodenal ulcer (?) and was advised 
to continue the regime and attend the gastro- 
enterology clinic for further follow-up. 

Fourth admission—The patient was re-admit- 
ted under my care on 9th February 1959 with 
complaints of severe pain in the abdomen and 
vomiting. He was symptomatically treated and 
investigated for pancreatitis. Total W.B.C. now 
was 13,000/c.mm. with neutrophils 74 per cent, 
lymphocytes 24 per cent, eosinophil 1 per cent and 
monocyte 1 per cent. Urinary diastase was 160 
Wohlgemuth units on 9-2-1959, which came down 
to 80 W. units on 11-2-1959 when the serum 
amylase was found to be 200 Somogy units. 
Serum amylase was not estimated on 9-2-1959. 
Barium meal study carried out on 17-2-1959 
showed dilatation of the stomach but no ligut 
could be thrown on the aetiology. The patient 
obtained relicf and was discharged on the 18th 
February with diagnosis of pancreatitis (?), 
duodenal ulcer (?) and was advised to remain 
under observation on an ulcer regime. 

Fifth admission and terminal illness—The 
patient was readmitted on 10th March, 1959, in 
the Professor of Medicine’s unit as an emergency 
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case, with the history of ‘blood vomit’ as stated 
by the patient. Chemical and microscopical exam- 
ination of the vomitus in hospital, failed to show 
any evidence of blood. The patient was consti- 
pated, his abdomen was distended and he was 
having pain with frequent vomiting. Paralytic 
ileus with acute dilatation of the stomach was 
suspected. A Ryle’s tube was put in for half- 
hourly gastric aspiration and 1700 ml. was 
aspirated in the first 24 hours. The patient was 
given intravenous glucose (5 per cent) and glucose 
in saline. As the serum potassium was 12°9 mg. 
per cent, 4 bottles of Hartmann’s fluid were also 
administered intravenously. 

Investigations showed Hb. value of 7 g./100 
ml., E.S.R. 13 mm., total W.B.C. 10,300/c.mm. 
with neutrophils 62 per cent, lymphcytes 38 per 
cent. The urine and stools were normal, the 
serum amylase 130 units, fasting blood sugar 95 
mg. per cent, serum potassium 12°9 mg. per cent. 
A scout film of abdomen was normal and barium 
meal study on 25-3-1959 showed pyloric obstruc- 
tion with marked dilatation of the stomach. 

On 30-3-1959 barium meal study showed 
marked dilatation of the stomach, and the duode- 
num was not outlined. After gastric aspiration and 
atropine injection, barium meal study showed 
decreased dilatation of the stomach. The duode- 
nal cap was not outlined but the condition of the 
patient did not allow further investigation. 

In spite of conservative treatment for paralytic 
ileus by intravenus fluids and repeated aspirations, 
the distention and constipation persisted. Since 
the patient was fairly anaemic, he was given 3 
blood transfusions. On 2nd April, i.e., about 4 
hours after the 3rd blood transfusion, the abdo- 
men became very much distended and the patient 
collapsed and expired within a few minutes. Per- 
foration was suspected as the terminal event. 

To sum up, we suspected at first that the 
patient had duodenal ulcer. But on_ second 
admission the diagnosis was altered to duodenal 
ulcer and/or pancreatitis. 


Discussion 


PROF. CHHUTTANI: I would request Prof. Malhotra, in 
whose unit the patient had the longest and the final 
stay, to kindly give his opinion about the case. 

PROF. MALHOTRA: I suspected the case to be of un- 
usual interest because of the story of repeated admissions 
previously. He was seriously ill and rapidly went down- 
hill in spite of our best efforts. We had no opportunity 
to investigate the case more thoroughly. The patient was, 
to my mind, either a case of paralytic ileus or carcinoma 
stomach with pyloric obstruction. 

PROF. KANDHARI: One would like to know the general 
condition and nutrition of the patient in the terminal 


stage. 


PROF. CHHUTTANI: He was moderately built and fairly 
nourished, not emaciated. 

PROF. KANDHARI: Then one would consider pancrea- 
titis to be a strong possibility. 

DR. HARJIT SINGH: I think this was a case of peptic 
ulcer with recurrent minor leaks producing repeated epi- 
sides of severe and acute pain for which he sought ad- 
mission a number of times and terminally had a major 
perforation and died of internal haemorrhage. 

PROF. SHIV KUMAR: To me it seems that this was a 
case of duodenal ulcer rather than pancreatitis, as the 
serum amylase level of 200 units is not diagnostic of 
pancreatitis. Such a level does occur in peptic ulcer and 
intestinal obstruction, but for pancreatitis the figure 
should be over 300 units to be of any diagnostic signi- 
ficance. Or one can say that there was some pathology 
in the region of pyloro-duodenal junction which was pro- 
ducing pyloric obstruction. 

PROF. AGGARWAL: The patient was in agony, other- 
wise the barium meal study would have been done in 
greater detail. With the x-ray films available no evidence 
of peptic ulcer was present. As far as the streak of 
barium seen above the duodenal cap is concerned it is 
not of any significance as it was not seen in any subse- 
quent or earlier examinations. It could be due to partial 
filling of one of the coils of gut or a narrowed stretch 
of small gut and even distal part of duodenum in the 
presence of a mobile first part. 

DR. PATHANIA: I think this was a case of duodenal 
ulcer. We cannot ignore the hyperchlorhydria revealed by 
gastric analysis. Could an injection of atropine over- 
come an organic obstruction as shown by the barium 
meal study? The size of the stomach decreased after the 
injection. I would think that the gastric dilatation was 
due to pylorospasm. The ulcer may have perforated and 
bled into the peritoneum. 


PROF. MANCHANDA: Could this case be primarily a 
case of pancreatitis with formation of pseudopancreatic 
cyst producing features of pyloric obstruction ? 

PROF. ANAND: As there was no palpable mass pseudo- 
pancreatic cyst should not be thought of. 

PROF. KASLIWAL (GUEST SPEAKER): We had a similar 
case who was admitted with acute pain in the epigastrium 
and right hypochondrium, but expired in 2 to 3 hours’ 
time. We had no time to investigate him, but his liver 
was palpable and tender. Postmortem examination 
showed the presence of abscesses in the liver as well as 
the pancreas. Was the liver palpable in this case? 

PROF, CHHUTTANI: We were fully aware of the various 
manifestations of Entamoeba histolytica infection and as 
the patient was examined by a number of doctors pre- 
sent here, a gross enlargement of liver could not have 
escaped our notice. It was just palpable. The clinical 
picture was quite unlike an ‘amoebic hepatitis’. 

PROF. MALHOTRA: I would like to know from Dr. 
Chhuttani who has extensive experience of pancreatitis 
whether it is usual for a case of chronic pancreatitis to 
have such a severe terminal attack after a number of 
previous attacks? 

PROF. CHHUTTANI: The answer is yes. Some years 
ago I had a private patient, a businessman, who had a 
number of previous attacks and finally got such a severe 
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fulminating attack that he died within a few hours in 
a state of severe shock. The serum amylase figure had 
risen to 1600 units. In the present case the urinary 
diastase level was fairly high, i.e. 160 units, which came 
down to 80 units in two days, when the serum amylase 
level was only 200 units. It is possible that the attack 
was subsiding when the serum amylase was done, though 
the urinary diastase was still high as would be expected. 
The subsequent normal serum amylase level during the 
last admission could be due to the fact that the pancreas 
had burnt itself out. 


PROF. BERRY (GUEST SPEAKER AND CHAIRMAN): The 
patient was aged 24 which is against a malignant pro- 
cess, though occasionally it may occur at this age. Acute 
attacks of colicky pain would suggest that there was 
some spasm in a hollow viscus. Gastric analysis showed 
no bile at all, which suggests pyloric obstruction, whe- 
ther organic or spastic. The rising acid curve should 
be a pointer towards duodenal ulcer though it could 
also be explained to be due to pyloric obstruction. 
Though barium meal study failed to reveal an ulcer, 
yet it does not entirely rule it ont. The ulcer might have 
been there and escaped detection by routine barium meal 
study. The serum amylase level of 200 units and urinary 
diastase of 160 units show that the element of pancrea- 
titis, whether primary or secondary, was there. In con- 
clusion one would suggest that this was a case of duo- 


denal ulcer with secondary pancreatitis, 


POSTMORTEM REPORT 


PROF. CHITKARA: The body length was 6’-2”. This 
was the body of a well built and fairly nourished indi- 
vidual. Rigor mortis was present in both upper and 
lower limbs with postmortem staining on the abdomen 
and back. There was no jaundice and no oedema, nor 
were any lymph nodes palpable. The eyeballs were 
sunken, and there was no discharge in the mouth, 
nostrils or ears. Orodental condition was fair ; and the 
abdomen was slightly protuberant. 

Abdomen—A small amount of fluid was present in 
the abdominal cavity. It was yellow in colour and some- 
what turbid. Lymph nodes of various sizes were pre- 
sent in the mesentery. Another lymph node 3 cm.x1-‘5 
cm., softer than others, was seen in the lesser omentum 
near the pylorus. The cut surface was pinkish. 

Stomach—It looked smaller than normal. The pyloric 
end was difficult to reach, the pyloric region was firm. 
The stomach was empty and the pyloric opening small. 


Duodenum—An ulcer (Figs. 1 & 2, vide Plate) was pre- . 


sent on the posterior aspect of the first part of duodenum 
near the pylorus. The ulcer was 2 cm.x2 cm. and ex- 
cavated. The wall was firm and slanting with no over- 
hanging of the mucosa. It was covered with slough 
which was washed away. The base of the ulcer was 
hard to feel. This hardness was continuous with the head 
of the pancreas which was also hard and could not be 
separated from the base of the ulcer. 

Other organs did not show any abnormality. 

Histologically (Figs. 3 and 4, vide Plate) the pancreas 
showed broad bands of fibrous tissue separating masses 
of pancreatic gland acini which were of various sizes. 
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There was round cell infiltration in the fibrous tissue 
bands mostly lymphocytes and plasma cells. The 
appearance suggested chronic pancreatitis. Sections of 
the ulcer area showed necrosis with round cell infiltra- 
tion. Underneath there was marked fibrosis and these 
fibrous tissue bands were seen going into the pancreatic 
tissue and were continuous with the fibrous tissue of the 
pancreas (Figs. 3 and 4, vide Plate). 

The postmortem diagnosis was chronic duodenal 
ulcer with chronic recurrent pancreatitis. 

The patient had a chronic duodenal ulcer of long 
duration as judged by the connective tissue formation 
in the base. Probably perforation took place into the 
pancreas leading to adhesions with the pancreas and 
chronic pancreatitis. The connective tissue in the base 
of the ulcer was one continuous band going into the 
meshes of pancreas as seen in the microphotograph 
(Figs. 2, 3 and 4, vide Plate). 


BENIGN RENAL TUMOURS 


D. J. REDDY, 
A. SHOWRAMMA, 
V. C. VASANTHA, B.sc., M.B.B.s. 
AND 
H. R. NARASIMHAMURTHY, Major 


Department of Pathology 
Guntur Medical College, Guntur 


Majority of benign renal tumours are of diminutive 
size and rarely manifest symptoms of renal impairment. 
This is largely responsible for the neglect of a detailed 
study of these neoplasms. Many authors consider these 
tumours as rare, but according to Newcomb (1937) and 
Apitz (1943) they comprise 15:2 and 195 per cent res- 
pectively of autopsy material. 

Most of the published reports emphasise the fact 
that benign renal tumours are incidentally found at 
necropsy. The tumour nodules are usually small and 
range from one to many millimetres in diameter. An 
odd one is likely to attain considerable size and become 
clinically manifest. Prior to operation these tumours 
cannot be differentiated from malignant tumours of the 
kidney. A microscopic examination of the tumour alone 
can reveal the true nature of the growth. Renal biop- 
sies may help in the confirmation of clinically suspected 
cases of benign renal tumours. 

Cortical adenomata, cortical and medullary fibromas, 
lipomas, myomata, and angiolipomas and adrenal rests 
are the benign growths of kidney so far reported. The 
pathologist is interested in these tumours because of 
their debatable origin and nature and the prospect that 
some of them may become malignant. A detailed study 
of multiple sections is likely to reveal the relationship 
between adenoma and carcinoma of the kidney. With 
the solitary exception of the report of fibroma of kidney 
by Bhaskara Reddy (1955), the literature on benign neo- 
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plasms of the kidney from this country are few. Find- 
ings of cortical adenoma and medullary fibroma observed 
by us in the necropsy material are recorded. 


Case REPORTS 


Case 1 (Cortical ADENOMA OF THE KIDNEY)— 
B. S., male aged 35, was admitted into the 
Government General Hospital, Guntur, on 
9-10-1959 with signs and symptoms of congestive 
heart failure. The patient expired on 10-10-1959. 

Chief autopsy findings (inclusive of morbid 
histology)—Serosal cavities were filled with clear 
fluid. The mitral and aortic valves showed vege- 
tations typical of rheumatic infection. Chronic 
venous congestion was noticed in the liver, lungs, 
spleen and kidneys. 

Cireumscribed light brown coloured nodule, 
just visible, was spotted over the right kidney. 
It was firm, and was found in the cortex. Histo- 
logical sections showed a clearly demarcated 
adenomatous nodule in the cortex (Fig. 1, vide 
Plate). This nodule consisted of poorly defined 
papillary processes. Bordering it was the renal 
parenchyma. In places, evidence of pyelonephritis 
was made out. 

Comments—Very often the adenomas of the kidney 
are multiple and may be as many as 58. Arteriosclerotic 
and pyelonephritic changes are commonly reported as 
associated findings. 


Cast 2 (MEDULLARY FIBROMA OF THE KIDNEY) 
—K. C., male aged 30, was admitted in the 
Government General Hospital, Guntur, for abso- 
lute constipation and pain around the umbilicus. 
He soon developed rigidity and tenderness of the 
upper abdomen and expired 6 days after admis- 
sion. His blood pressure was 140/100 mm. Hg. 

Chief autopsy findings (inclusive of morbid 
histology)—Multiple perforations of the intestines 
associated with peritonitis was noticed. Sections 
of the left kidney presented in the medulla a cir- 
cumscribed whitish nodule (Fig. 2, vide Plate) 
which on histological section showed appearances 
typical of fibroma undergoing myxomatous change 
(Fig. 3, vide Plate). 

Comments—The gross and histological appearances of 
the nodule in the left kidney were typical of fibroma. 
Fibromas of the kidney remain small and symptomless. 
The case reported by Bhaskara Reddy (1955) was clinical- 
ly recognised as hypernephroma. Gordon Taylor (1930) 
reported a case in whom the renal fibroma weighed 22 
pounds. The histogenesis of these tumours remains to 
be clarified. 


SuMMARY 


Literature on benign renal tumours is reviewed. 
Findings in cortical adenoma and medullary fibroma, 


both incidentally detected at necropsy, are recorded and 
their incidence is stressed. 
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CANCER JAW 


SATYEN BASU, D.M.R. (LOND.), 1.M.S, (R), MAJOR 
Visiting Radiologist 
Chittaranjan Cancer Hospital, Calcutta* 


A case of cancer jaw is reported in which deep x-ray 
treatment produced complete regression of the growth 
and regeneration of the left side of the mandible which 
appeared to have been completely destroyed. 


Case REPORT 


M. B., Mahomedan male, aged 50, attended the 
Chittaranjan Cancer Hospital on March 9, 1955. 
He complained of gradual swelling of the left 
side of the face and cheek for the last four 
months, and which had lately ulcerated. 

Local examination revealed a fungating ulcera- 
tive growth in the left cheek of the size of 
5 cm.x4 cm.x2 cm. There was a large swell- 
ing on the left side of the face laterally, which was 
hard and nodular in feel. The upper cervical 
glands were palpable only on the left side. 

Biopsy was taken on the same day and the 
histological report revealed a squamous celled car- 
cinoma Grade I (Fig. 1, vide Plate). 

Skiagram of the left lower jaw (taken on 
March 12, 1955) showed complete destruction of 
the left side of the mandible (Fig. 2, vide Plate). 

Treatment—The patient was treated with 
million volt x-ray. Two opposing fields, each 
12 cm. x8 cm. with a separation of 13 cm. were 
used to cover the whole area of the tumour. 
Treatment was started on March 22, 1955 and was 
completed on April 16, 1955. In twenty exposures 
the total tumour dose was 4610r—the skin hav- 
ing received 4900r. 

Result—There was complete regression of the 
growth with an uneventful recovery, and the left 
side of the mandible regenerated (Fig. 3, vide Plate). 
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Fig. 1—Microphotograph showing cortical renal 
adenoma comprising of papillary processes bordered 
by compressed renal parenchyma ( H. & E. x 120). 


Fig. 2—Macroscopic section of medullary renal 
fibroma showing well circumscribed whitish nodule 
in the medulla. 


Fig. 3—Microphotograph of medullary renal fibroma Fig. 1—Microsection from biopsy material showing squamous 


showing loose fibrous tissue of fibroma undergoing 
myxomatous change. The compressed renal tissue 
adjacent to it is well seen (H. & EF. x 120). 


Reppy et al—Benign Renal Tumours ( p. 415 ). 


celled carcinoma, Grade I, 


Basu—Cancer Jaw ( p. 416 ) 
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Fig. 2—Skiagram of the left lower jaw showing complete destruction of the left side 
of the mandible ( before treatment ). 


Fig. 3—Skiagram of the left lower jaw showing complete regression of the growth and regeneration 
of the left side of the mandible ( after treatment ). 


Basu—Cancer Jaw ( p. 416 ) 
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JAUNDICE IN THE NEWBORN 


Jaundice in the newborn is not uncommon. 
Its causes are multiple. The condition may be 
present right at birth or may appear later on at 
any time during the neonatal period depending 
on the cause. Broadly speaking, a child born 
jaundiced or getting jaundiced soon after birth 
within the first twentyfour hours or so is likely 
to be suffering from haemolytic disease of the 
newborn, provided other rarer causes such as con- 
genital toxoplasmosis and cytomegalic inclusion 
diseases are excluded. The so-called physiologi- 
cal jaundice usually appears on the third or 
fourth day. In the premature, however, it may 
appear earlier, last much longer and may be very 
severe. Another important and common but not 
well appreciated cause of jaundice is neonatal in- 
fection including congenital syphilis, viral infec- 
tion and parasitic disease. Jaundice from congeni- 
tal atresia of the bile duct usually appears after 
the first week of life. Though it is usually pro- 
gressive, the level of bilirubin may manifest 
slight fluctuations. Other important causes of 
neonatal jaundice occurring usually after the first 
week are crises of congenital and other haemoly- 
tic anaemias, viral hepatitis including homologous 
and herpetic types, idiopathic dilatation of the 
common bile duct, inspissated bile syndrome and 
galactosaemia. 


In addition to these well-known conditions, 
jaundice in the newborn may be the result of a 
specific biochemical deficiency in one of the meta- 
bolic stages in the excretion of bilirubin. Recent 
work' has shown that the indirect-reacting bili- 
rubin is lipid soluble and this must be converted 
to direct-reacting water soluble glucuronides of 
bilirubin before it can be passed from the blood 
through the liver into the bile’. This conversion 
or glucuronic acid conjugation is brought about 
by glucuronic acid conjugate, possibly a specific 
enzyme called ‘bilirubin or glucoronyl trans- 


B. H. anp LatHs, G. H.—Biochem. J., 63: 
6, 1956. 
* TaLarant, E.—Nature (Lond.), 178: 312, 1956. 


ferase’. In the newborn in general, and in the 
premature in particular, this enzyme seems to be 
present either in inadequate amount or in an in- 
active form. Neonatal jaundice would, therefore, 
follow as a natural corollary when there is excess 
of bilirubin as in haemolytic disease of the new- 
born and the extra load cannot be adequately 
conjugated into water soluble bilirubin by the 
inadequate amount of enzyme in the liver. Like- 
wise, other factors such as infections, drugs, 
anoxia and possibly hypothermia and hypothyroi- 
dism which may interfere with, block, complete, 
destroy, or reduce the activity of the enzyme 
would explain the pathogenesis of jaundice in the 
newborn. 


Genetic defects characterised by absence of the 
enzyme would account for familial disturbances of 
bilirubin metabolism and various forms of such 
congenital non-haemolytic jaundice have been re- 
cognised of late. In the Gilbert type, the jaun- 
dice is mild but may be somewhat aggravated by 
infection and fatigue. Liver function tests and 
needle biopsy show no abnormlity. Another 
somewhat similar form of familial jaundice is that 
described by Dubin and Johnson’, and Sprinz and 
Nelson‘, in which there is excess of bilirubin both 
in conjugated and unconjugated forms and the 
liver cells contain an unidentified black pigment 
probably related to lipofuscins. Oral cholecysto- 
graphy in such patients does not outline the gall 
bladder. In another apparently similar type, des- 
cribed by Schiff et al°, there is no black pigment 
in the liver cells and the post-pheniodal gall 
bladder study is normal. 


The metabolism of bile is beginning to be 
better understood and many gaps in our know- 
ledge about the origin and nature of various types 
of jaundice in the newborn are getting filled up, 
with the recent knowledge of these familial forms 
of jaundice. Jaundice in the newborn as jaundice 
at any age, is a symptom and not a disease entity. 
As knowledge about enzymes and _ genetics 
advances, many obscurities about neonatal jaun- 
dice promise to get resolved. 


Ss. S. M. 


— 


* Dupin, I. N. aND JoHNSON, F. B.—Medicine, 33: 
155, 1954. 

H. aND Nelson, R. S.—Ann, Int. Med., 
33: 155, 1954. 

*Scuirr, L., Bm.inc, B. H. anp Orkawa, Y.—New 
England J. Med., 260: 1315, 1959. . 
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GENERAL PRACTICE DIGEST 


EXAMINATION OF PLEURAL FLUID 


The findings in pleural effusions resulting from 
intrathoracic diseases are dealt with in this paper. These 
conditions are acute and chronic pyogenic infections, 
tuberculosis, primary and metastatic neoplasms of the 
lungs and pleura, and transudates resulting from cardiac 
or renal failure. Pleural effusions on one or both sides 
may be associated with generalised peritonitis, sub- 
phrenic or liver abscess, and rarely with benign ovarian 
tumours (Meigs’ syndrome). They also occur during the 
course of the collagen diseases, disseminated lupus 
erythematosus, polyarteritis modosa and rheumatoid 
arthritis. 

Material required—A sample of pleural effusion should 
be aspirated aseptically for bacteriological, cytological 
and chemical examinations. If sputum is present it 
should also be subjected to bacteriological and cytologi- 
cal examination at the same time. 

For bacteriological demonstration of M. tuberculosis, 
a sample of 30 ml. is sufficient. This should be deliver- 
ed in a sterilised container to which 1 ml. of sterile 
20 per cent sodium citrate has been added to prevent 
clotting. At the first aspiration, or in cases of doubt, 
a few ml. of the effusion should be placed in a tube 
and observed for clot formation. 

Macroscopic examination—A golden shimmering ap- 
pearance of cholesterol effusion due to long-standing 
tuberculous disease is characteristic. An opaque milky- 
looking fluid may be due to alteration in the protein 
content of a chronic tuberculous effusion or a true chylous 
effusion containing fat essociated with traumatic or 
neoplastic involvement of the thoracic duct. If it con- 
tains chyle this may be confirmed by staining of the 
fat globules by giving the patient Sudan III dye (100 
mg. in 10 g. of butter) by mouth some hours previously. 
If a hydatid cyst has been aspirated by mistake, the 
clear watery nature of the same, confirmed by micros- 
copic demonstration of hooklets, will confirm the diag- 
nosis. Staining of the specimen with blood is not 
pathognomonic of malignant infiltration of the pleura, 
but should be regarded with suspicion. 

Bacteriological examination—Every sample of pleural 
effusion should be cultured both aerobically and anaero- 
bically. Smears from centrifuged deposit should be 
examined for pyogenic organisms and acid-fast bacilli. 

Positive findings of smears should be reported at 
once, the result of aerobic culture after 24 hours, and 
of anaerobic cultivation after 48 hours. 

The isolated organisms should be tested for sensiti- 
vity (with antibiotics). 

If several hundred ml. of effusion are prevented from 
coagulation by addition of sodium citrate and the deposit 
inoculated on 12 bottles of medium, positive results may 
be expected from almost all samples. 

Cytological examination—The cellular, centrifuged 
deposit in exudates associated with bacterial pneumonias 
is polymorphonuclear. Similar findings accompany a 
pulmonary infarct, but many eosinophilic cells are also 
found. In the early stages of a tuberculous effusion, 


polymorphonuclears with a high proportion of eosino- 
phils are found; but in the later stages the cell pattern 
is persistently lymphocytic with a paucity of mesothelial 
cells. This last finding help in the differentiation of 
tuberculous effusions from effusion due to malignant 
disease. 

Cytological findings in effusions associated with carci- 
noma of the bronchus or pleural deposits from more 
distant primary sites are inconsistent. Polymorphs, 
lymphocytes and mesothelial cells are found in varying 
proportions. 

The cytologist’s difficulty arises from the pleural 
mesothelial cells which are shed both singly and in 
clumps. They show mitotic figures and may be mistaken 
for actual tumour cells. 

Chemical analysis—Simple chemical analysis will 
differentiate those clear effusions due to the transudation 
of fluid which occur in congestive cardiac failure and 
chronic nephritis. The effusions may be bilateral and 
associated with ascites or generalised oedema. These 
transudates usually do mot coagulate, their specific 
gravity is lower (not exceeding 1015 to 1018), and the 
total protein content is smaller (2-5 to 3 g./100 ml.). 
Scanty lymphocytes and mesothelial cells of the simple 
transudate will be outnumbered by polymorphonuclear 
response. For differentiation of the causes of pleural 
effusion, paper electrophoresis and paper partition chro- 
matography are not of much assistance. . 

Pleural biopsy—A biopsy specimen of the parietal 
pleura may be obtained (with a Harefield needle) at the 
same time that an aspiration of the fluid is performed. 
The biopsy specimen contains intercostaf muscle, extra- 
pleural fat and pleura with fibrinous or organising 
exudate. Serial sections are prepared from it. 

Evidence of tuberculosis and malignant infiltration can 
be confirmed from these preparations. 


—From an article by K. F. W. Hinson, 
Practitioner, 186: 260, 1961. 


CURRENT MEDICAL LITERATURE 


Chronic Bronchitis as a Pathological Entity 


The cardinal symptom of chronic bronchitis is the 
habitual expectoration of mucoid sputum. Any other 
symptoms such as febrile attacks, haemoptysis, and 
sustained or recurrent dyspnoea may coexist, but are not 
essential for the clinical diagnosis. The mucus derives 
from mucous glands and goblet cells in the bronchi, so 
that pathological diagnosis must depend on specific 
changes in these structures. 

Lynne Reid has recently studied this matter, con- 
centrating on the glands, which are volumetrically much 
the more significant rather than the goblet cells, which 
are uneven in distribution and ate often damaged in 
necropsy material. Measuring the thickness of the 
bronchial wall from the basement membrane to the inner 
aspect of cartilage, and the thickness of the gland at the 
same point, she found that the increased thickness of 
the wall in chronic bronchitis was almost wholly attri- 
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butable to gland thickening. The gland-wall ratio in- 
creased from 0:26 to 0°59 from normals to bronchitics. 
In addition, the mucous cells were greatly increased ‘in 
number and distended with secretion. These changes 
existed only in patients with a habitual mucoid sputum 
and were absent in three patients with emphysema who 
had had no more than an occasional trace of sputum. 
Further, the degree of change in the glands varied with 
the volume of sputum, being greatest in patients who 
had previously expectorated more than an ounce each 
day. 

The clinical significance of these observations is not 
immediately obvious, and more needs to be known of the 
behaviour of the glands in asthma, although J. C. 
Houston and colleagues suggest that no such changes 
occur in that disease. However, on the existing 
evidence, it seems that a habitual mucoid sputum, or 
chronic bronchitis, derives principally from overactivity 
of mucous glands, which can be demonstrated pathologi- 
cally, and that associated changes attributable to asthma 
and emphysema need not necessarily coexist.—Annota- 
tion, Brit. M. J., 2: 1946, 1960. 


Pulmonary Disease in Adults Associated with 
Unclassified Mycot . 

CuristTianson, L. C. anp Dewtett, H. J. (Am. J. 
Med., 29: 980, 1960) from the Chest Division, Parkland 
Memorial Hospital, Woodland Campus, and the Depart- 
ment of Medicine, The University of Texas Southwestern 
Medical School, Dallas, Texas, write : 

The clinical, epidemiologic, therapeutic and patho- 
logic data in twenty-five patients with pulmonary lesions, 
from whom the only known pathogenic organism isolat- 
ed was an unclassified mycobacterium, suggest that un- 
classified mycobacterial infection of the lung is a definite 
clinical entity. In this locality the strains that appeared 
to have clinical significance were photochromogens and 
non-chromogens. ‘The clinical and pathological picture 
is similar in many respects to tuberculosis, but displays 
a very real difference in the degree of infectiousness and 
response to treatment. 

The origin of infection with the unclassified myco- 
bacteria was not apparent from our studies. We believe 
that such patients should be isolated from the community 
and from proved tuberculous patients, at least while the 
sputum is positive, until more knowledge is obtained re- 
garding man-to-man transmission and sources of infec- 
tion. 

Therapy is not satisfactory with the drugs available 
at this time, but because of some evidence that pul- 
monary unclassified mycobacterial disease can be pro- 
gressive in certain subjects, active infections should 
be treated. 

In addition, we have reviewed the course of fourteen 
patients with apparently active pulmonary disease, from 
whom both M. tuberculosis and choromogenic mycobac- 
teria were isolated at various times during their disease. 
Both the organisms isolated from this group showed a 
high level of in vitro drug resistance. The clinical 
course of these patients was indistinguishable from that 
of far advanced pulmonary tuberculosis, and it was not 
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apparent from our data what role, if any, the unclassified 
mycobacteria played in their disease. 


Pituitary-Adrenal Function Following Long-Term 
Steroid Therapy 


J. W., TAnroncco, M. S., J., BAYLes, 
T. B. anp Netson, D. H. (Am. J. Med., 29: 459, 1960) 
from the Department of Medicine, Harvard Medical 
School, Peter Bent Brigham Hospital, and Robert Breck 
Brigham Hospital, Boston, Massachusetts, write : 

Following exogenous steroid therapy, pituitary func- 
tion (ACTH secretion) may recover more rapidly than 
adrenocortical function. The failure of many patients 
so treated to secrete adrenal steroids in adequate amounts, 
even months after withdrawal of therapy, indicates the 
need for periodic investigation of adrenal function, and 
periodic ACTH administration to patients receiving long- 
term steroid therapy. 

Chronic illness, such as rheumatoid arthritis re- 
duces the steroidogenic responsiveness of the adrenal 
cortex to ACTH. 

SU 4885 (2 methyl-1, 2-bis (3 pyridyl)-i-propanone) 
may be used as a means for evaluating pituitary func- 
tion (ACTH secretion) by measuring urinary cortico- 
steroids in those patients whose adrenals are responsive 
to exogenous ACTH. If plasma ACTH is determined, 
SU 4885 therapy may also be a useful tool in estimating 
the capacity of the pituitary gland to secrete ACTH in 
patients who produce some corticosteroids but whose 
adrenals are relatively unresponsive to stimulation by 
ACTH. 


Rectal Biopsy for the Diagnosis of Amzyloidosis 

J. anD SomarR, E. (J. Am. M. Sc., 24: 332, 
1960) from the Department of Internal Medicine, Tel- 
Hashomer Hospital, Tel-Aviv, Israel, write : 

In a series of 30 cases of amyloidosis in which rectal 
biopsy was performed, it was positive in 26, and proved 
the most efficacions procedure in establishing the 
diagnosis. 

The advantages of the method are its simplicity, lack 
of complications and ease of repeatability. 

It is recommended as a routine technique which may 
prove the presence of amyloidosis even in its early 
stages. 


An Epidemic of Inhalation Anthrax 

PLorxn, S. A., BRACHMAN, P. S., Urett, M., Bumrorp, 
F. H. anp AtcHison, M. M. (Am. J. Med., 29: 992, 
1960) from the New Hampshire State Department of 
Health and the Communicable Disease Centre, Public 
Health Service, Atlanta, Georgia, U.S. Department of 
Health, Education and Welfare, observe : 

Five cases of inhalation anthrax and four cases of 
cutaneous anthrax are presented. Three inhalation and 
two cutaneous cases were proved by culture or micros- 
copic demonstration of the anthrax bacillus, and the 
others were clinically consistent with the diagnosis. 
These cases constituted an epidemic, for they all occur- 
red within a ten-week period at a goat hair processing 
mill. 
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The illnesses of the patients with inhalation anthrax 
began insidiously with mild fever, fatigue and malaise 
lasting several days. This mild initial phase was ter- 
minated by the sudden development of dyspnoea, cyanos- 
is and, in two cases, disorientation and coma. Four 
patients died within twenty-five hours of the onset of 
severe symptoms, 

The principal lesions found by pathologic examina- 
tion of three patients were haemorrhagic mediastinitis 
and lymphadenitis, pleural effusion, acute splenitis and, 
in two cases, haemorrhagic meningitis. 

The pathogenesis, symptoms, diagnosis and treatment 
of inhalation anthrax are discussed. 

Physicians should consider this disease when faced 
with an acute febrile illness in a person occupationally 
exposed to anthrax spores. 


Mycobacterium Tuberculosis in the Aetiology 
of 

Scappino, J. G. (Brit. M. J., 2: 1617, 1960) from the 
Institute of Diseases of the Chest, London, gives in the 
following lines the summary of his observation. 

Free discussion of aetiology demands a descriptive 
definition based upon morbid histology. 

Such a definition will imclude some cases in which 
there is good evidence that sarcoidosis is a manifesta- 
tion of tuberculous infection. The evidence for this in 
my series of 230 cases consists in the finding of tubercle 
bacilli in the darcoid phase in 18; in preceding caseating 
tuberculosis in 11; and in the change from a sarcoid to 
a caseating phase, with the appearance of tubercle bacilli, 
in 5. 

Indirect evidence leads me to the tentative opinion 
that most of the cases of sarcoidosis I see in England 
are of the same aetiological group. The evidence for 
this is their similarity to those in which direct evidence 
was obtained; the impossibility of detecting any clear 
distinction between indolent tuberculosis with low tuber- 
culin sensitivity and sarcoidosis; and the similar distri- 
bution of reactions to graded doses of tuberculin in those 
patients with sarcoidosis who have and have not detect- 
able direct evidence of present or past infection with 
M. tuberculosis. 

The objection that M. tuberculosis cannot be aetio- 


logically related to sarcoidosis because sarcoidosis does — 


not respond to antituberculosis drugs and may be sup- 
pressed by corticosteroids is met by the observation 
that some, admittedly very rare, cases of undoubted 
tuberculosis behave in the same way in relation to these 
agents. 

The cause of sarcoidosis must be sought as much in 
the altered reactivity of the host as in external causa- 
tive agents. 

There may well be other agents, known and as yet 
unknown, besides the tubercle bacillus which can cause 
sarcoidosis in a susceptible individual. If such a multi- 
plicity of agents exists, the proportion of cases of 
sarcoidosis associated with each of them may be expected 
to vary from one part of the world to another. Hence 
statements about aetiological agents in sarcoidosis can 


be accepted as valid only for the population from which 
the cases on which they are based are derived. 


Methyltestosterone Therapy in Episodic Oedema 


SPAULDING, W. B. (Ann. Int, Med., 53: 739, 1960) 
from the Department of Medicine, University of Toronto, 
and the Medical Service, Toronto General Hospital, 
writes : 

The administration of methyltestosterone in small 
doses taken daily appeared to prevent attacks of oedema 
in four members of a family suffering from hereditary 
episodic oedema. In three cases, attacks reappeared 
during the use of placebos. 

Possible roles of testosterone, histamine and hyaluro- 
nidase in this disease have been suggested. 

The term “hereditary episodic oedema’’ is recom- 
mended in preference to the usual but less accurate 
name, “hereditary angioneurotic oedema’’. 


Effect of Thiazide Diuretics on the Abnormal Kidney 


Dreirus, L. S., Duarte, C., KoDamMa, R. AND MOYER, 
J. H. (Ann, Int, Med., 53: 1170, 1960) from the Section 
of Hypertensive and Renal Diseases, Department of 
Medicine, Hahnemann Medical College and Hospital, 
Philadelphia, Pennsylvania, write : 

Thiazide diuretics appear to reduce blood pressure 
and to diminish oedema in the presence of minimal or 
moderately advanced renal impairment. 

Hydrochlorothiazide was completely ineffective, either 
as a diuretic or a hypotensive agent, in patients with 
advanced renal disease. 

There was no consistent decrease in glomerular filtra- 
tion or renal plasma flow in these acute experiments. 

The water and electrolyte diuresis following thiazide 
injection appeared to be related to the remaining meta- 
bolic function of the kidney. 

A variable response in free water clearance was seen 
in these experiments, but was in part related to the 
electrolyte content of the hydrating fluid. 

Prolonged administration of hydrochlorothiazide to 
hypertensive patients with varying degrees of renal 
impairment was safe and did not cause further deteriora- 
tion of blood urea nitrogen, glomerular filtration or the 
maximal urine osmolal concentration. 


Perit 1 Dialysis in Renal Fail 

Cieve, E. A., SmMitH, F. P. anD HeNsieR, N. M. (J. 
Am. M. Sc., 240: 319, 1960) from Medical Service, 
Gorgas Hospital, Canal Zone, write : 

Intermittent peritoneal dialysis was used in the treat- 
ment of uraemia in 9 patients with renal failure; 5 had 
acute reversible renal failure of whom 3 had diuresis 
but only 2 survived. The use of short-term intermittent 
dialysis has the advantage of simplicity, and with the 
present method, infection is no longer a hazard. The 
dialysis solution is readily available in sterile solution. 
Metabolic products and potassium were removed propor- 
tionally to their concentration in the blood, but this is 
a slower method in correcting the chemical disturbances 
than is the artificial kidney. 
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CURRENT TOPICS 


THE GROWING MENACE OF ACCIDENTS 


With the gradual success of efforts to control infec- 
tious diseases and the rapid growth of industrialisation 
a time must come when accidents will present a serious 
challenge to countries of South-East Asia, Dr. C. Mani, 
WHO Regional Director, says in a statement issued on 
World Health Day, April 7. The theme for the day 
this year is ‘“‘Accidents and their Prevention’. 


Dr. Mani says: 


There was a time when disease was regarded as 
something inevitable in the scheme of life, and epide- 
mics were ascribed to forces beyond the human know- 
ledge or power. With the advance of medical science 
many of the mysteries were solved, and today enough is 
known about most of the diseases to make it possible 
to prevent, or at least control them. 


In many developed countries of the world communic- 
able diseases are no longer among the leading causes of 
death. But a new cause has come to the fore: Accidents. 
In many countries more children between the ages of 
5 and 19 die as a result of accidents than from all other 
causes combined. About 1,000 people are killed every 
day on the roads of the world. 


The approach which helped in the conquest of disease 
is to be applied today to accidents also. Every day 
more facts are coming to light about their nature and 
cause. Accident studies already carried out have estab- 
lished that an accident is not just an isolated misfortune 
beyond human control but an occurrence in a sequence 
of events which can be foreseen and prevented. 


It is only natural that in the countries of the South 
East Asia Region the health services should give priority 
to such programme as the control of infectious diseases 
and promotion of environmental sanitation. But with 
gradual success in these fields and with industrialisa- 
tion and urbanisation growing rapidly, the time must 
come when the problem of accidents will present a 
serious challenge. There is the example of Ceylon. The 
great progress made by that country in disease control 
programmes was reflected in the 1956 death figures which 
showed that accidents had become the fifth leading cause 
of death in the island. 


It is also possible that many more accidents, fatal 
and non-fatal, occur every year than is generally known, 
due to the lack of statistics and imperfect reporting of 
causes of death. It is significant that statistical studies 
carried out in co-operation with WHO in India (Nagpur, 
1957) and in Indonesian hospitals (1956-57) brought out 
accidents as one of five leading causes of death. 


It would be wise, therefore, to make a beginning now 
in the field of accident prevention and benefit from the 
experience of countries which were caught unawares 
by the problems of an industrial economy. 


Most of the accidents we are familiar with, on the 
road, in the factory, by falls, or drowning or poisoning 
or those caused in the home by burning can be pre- 
vented. The best way to do this is to spread awareness 
about how accidents happen and the precautions to be 
taken to avoid them. 


Here is a field which offers wide scope for public 
service by transport organisations, automobile associa- 
tions, factory managements, labour unions, civic admi- 
nistrations, schools, women’s and children’s welfare orga- 
nisations and other voluntary bodies. 


I do hope that on World Health Day maximum 
efforts will be made to make the people in all walks of 
life ponder over the fact that a little appreciation of 
other people’s interests, co-operation with the law, and 
some forethought can prevent thousands of pathetic and 
meaningless tragedies every year. Today it is someone 
else’s child, tomorrow it may be ours. 


THE PROGRESS OF HEALTH IN CUBA* 


The budget allocations for health have risen from 
21 million dollars in 1958 to 71 million in 1961. This 
is an increase of 228 per cent, or, in absolute figures, 
a sum of 11-66 dollars for each of the 6% million inhabi- 
tants of the country. It is beyond doubt that this figure 
is one of the highest per capita expenditures on public 
health of any of the countries of Latin America. This 
budgetary increase has made it possible to expand public 
health programmes. There has thus been an increase in 
the number of beds in State hospitals from 11,411 on 
the outbreak of the revolution to 20,501 at the beginning 
of 1961, an increase of 80 per cent in the brief two 
years of Cuba’s liberation. 


The plan for development of hospitals in the finan- 
cial year 1961-1962 envisages a further increase of 3,000 
beds. It should be noted furthermore that these new 
hospital beds have been provided mainly in rural and 
suburban areas, far away from the capital or the large 
towns. In the same way, the number of doctors has 
risen from 749 at the time of the fall of the tyranny 
to 3,125 in the current budget. This increase has gone 
hand in hand with an increase in salaries, which are 
now double the former amount. The number of nursing 
posts has risen from 852 to 2,391 and the number of 
posts for technicians from 162 to 1,262. However, even 
this extraordinary increase has not been sufficient to fill 
all the gaps, so that intense efforts are now being made 
to train doctors and medical auxiliaries in order to 
reach optimum figures during the next two years. Cuba, 
as a Member of the World Health Organisation and the 
Regional Organisation for the Americas, i.e., the Pan- 
American Sanitary Bureau, has concluded various agree- 
ments with the organisations, viz., 


* From the speech delivered by Dr. Mario Escalona 
at the 14th General Assembly of O at New Delhi on 
9-2-61. 
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(a) Malaria eradication programme. 

(b) Campaign for the eradication of Aedes aegypti. 

(c) An integrated health programme, which is now 
being carried out in the province of Pinar del Rio. 

(d) Advisory functions of the National Nursing School, 
which is working at full pressure and, in the opinion 
of officials of the Pan American Sanitary Bureau, can 
be taken as an example of good organisation and train- 
ing. 

(e) Advisers at ministerial level to deal with every- 
thing connected with administrative regulations and 
the training of technical personnel. 


(f) Fellowships awarded in various public health 
schools of Latin America, mainly for the training of 
public health staff, sanitary engineers, nurses, etc. 
Pursuant to all these agreements, more than 15 techni- 
cians of the Pan American Sanitary Bureau are working 
as consultants in Cuba and are well placed to witness 
the course of our revolution and its respect and sympathy 
for all the peoples of the world. 

There has been progress in many other sectors of 
public health in Cuba and, in particular, the preventive 
services have been strengthened as is shown by the few 
following facts: More than half a million children have 
been vaccinated with B.C.G. vaccine, either intradermally 
or orally, employing freeze-dried vaccine and using an 
original method developed by Professor Pedro Domingo 
of the B.C.G. Institute of Cuba. The number of anti- 
smallpox vaccinations has never been as high as it fs 
at present. 

It must be emphasised that there has not been a 
single case of smalipox in Cuba for more than 10 years, 
as is corroborated by the official reports of the World 
Health Organisation and the Pan American Health 
Organisation. 

With regard to the progress of public health in Cuba 
special mention must be made of the establishment of 
the Rural Medico-Social service, which during the past 
2 years reached the most out of the day districts. There 
are at present over 500 doctors and nurses working for 
this service, and it has available 50 rural hospitals 
where the peasants receive all medical care and drugs 
completely free of charge. An allocation of 5,655,048 
pesos was made in the present budget for this purpose. 


The Cuban delegation in bringing to all the peoples 
of the world the encouragement and support of the 
Cuban people earnestly hoped that in their achievements 
others might find something to stimulate them in the 
struggle for happiness. These wishes were addressed, 
in particular, to the peoples of the colonial and semi- 
colonial under-developed countries, who, in many parts 
of the world, were still waging or would have to wage, 
fierce battles to win their independence, sovereignty 
and prosperity, and to achieve what the World Health 
Organisation defined as the meaning of ‘health’—i.e., a 
state of complete physical, mental and social well being. 
The Cuban delegation felt that, in line with these ideas 
the Assembly might well adopt the following slogan : 
“Economic under-development is the chief enemy of 
health”. 


NOTES AND NEWS 
International Medical Film Exhibition 


A special scientific feature at the 110th annual meet- 
ing of the American Medical Association in New York 
City, June 25-30, will be a series of outstanding medical 
films from all parts of the world. 


This second U.S. International Medical Film Exhi- 
bition is being coordinated by the A.M.A. Department 
of Medical Motion Pictures and Television in cooperation 
with Johnson and Johnson for showing in Room C of 
New York’s big Coliseum during the convention. 

More than 50 medical films will be shown and, in 
many instances, the film’s author will be present to 
answer questions from the attending physicians. More 
than 30 of the films will be from foreign countries. 

For the first time in the history of medical meetings, 
the film exhibition will include a number of film forums 
in which international medical experts will participate 
as panelists. 

Among the subjects to be covered in the films and 
the authors will be : 

“External Cardiac Massage” by Dr. James Jude and 
a group of physicians from Johns Hopkins Hospital, 
Baltimore; ‘Paediatric Gynaecology” by Drs. Rudolf 
Peter and Karel Vesely of Prague, Czechoslovakia; 
“Procedure of Choice in Duodenal Ulcer Problems” by 
Dr. R. Cameron Harrison, Edmonton, Alberta, Canada; 
“Anterior Fusion in Spinal Tuberculosis” by A. R. 
Hodgson, Hong Kong, China, and “Life with a Sub- 
stitute Bladder‘ by Drs. James W. Merricks and R. K. 
Gilchrist, Chicago. 

Information about the film exhibit may be obtained 
from Ralph Creer, Department of Medical Motion Pic- 
tures and Television, American Medical Association, 535 
North Dearborn Street, Chicago 10, Illinois. 


Diarrhoea and Sanitation 


The improvement in potable water supplies during 
the last years of the nineteenth century and the first 
years of the twentieth was followed by a marked de- 
crease in the incidence of typhoid fever. Although no 
such definite correlation was noted in respect of 
diarrhoea morbidity and mortality, S. W. Simmons, 
writing in a recent number of the Bulletin of the Pan 
American Sanitary Bureau, observes that this type of 
disease becomes less frequent when the following im- 
provements are introduced into a community: (1) an 
adequate water supply in each home; (2) a hygienic 
system of evacuating excreta; (3) elimination of soil 
contamination; (4) elimination of flies, and in some 
places of snails that are the hosts of Schistosoma; (5) 
provision of sufficient domestic living space; (6) exer- 
cise of adequate control over food hygiene. It is usually 
admitted that diarrhoea and dysentery, and in particular 
the bacillary forms of these diseases, tend to disappear 
when all these sanitary measures are adopted. 

In tropical and sub-tropical countries, flies are among 
the main vectors of diarrhoeal diseases. The best way 
of combating flies is, by environmental sanitation, to 
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prevent their propagation. Any municipal sanitation 
programme must first and foremost include appropriate 
measures for the collection and disposal of refuse. 
—WHO Chronicle. 15: 69, 1961. 

Vaccine Production in India 

Dr. Abel Tasman has been assigned by WHO to 
help the Central Research Institute, Kasauli, India, start 
production of diphtheria, pertussis and tetanus vaccines. 
Though he will spend only six weeks at the Institute, 
he will continue to advise it during the initial period 
of production. 

Dr. Tasman has, for many years, been at the head 
of the laboratory for the purification of sera and 
vaccines at the State Institute of Public Health, Utrecht, 
Netherlands. He has on several occasions helped similar 
WHO/UNICEF.assisted projects for the production of 
sera and vaccines used in the prevention of infectious 
childhood diseases—WHO Chronicle, 15: 71, 1961. 


World Federation for Mental Health 


World Mental Health Year, 1960, which was initiated 
by the World Federation for Mental Health, will come 
to an end at the time of the Sixth International Con- 
gress on Mental Health in Paris, 30th August to 5th 
September, 1961. A considerable number of new pro- 
jects have been initiated or carried out during the 
period of WMHY in some fifty-five countries. For the 
sake of the records, the Secretariat of the Federation 
at 19 Manchester Street, London, W.1 would be glad 
to be informed of any special activity undertaken be- 
cause of World Mental Health Year, which has not al- 
ready been notified to them. 

Information about the Sixth International Congress on 
Mental Health may be obtained from the following 
address : WFMH, 19 Manchester Street, London, W. 1. 


1961 Summer School in Health Education, London 


The 1961 Summer School in Health Education will 
be held at Neuadd Reichel, University College of North 
Wales, Bangor, during the period 15th to 25th August. 
Sir John Charles, Chief Medical Officer, Ministry of 
Health and Ministry of Education, 1950-1960, will speak 
on the subject of Public Health Trends in Present Day 
Britain. 

The School is intended for all those engaged in 
health education, and is of particular value to medical 
officers, members of the nursing profession, public 
health inspectors, health education officers, social work- 
ers, welfare officers, health visitors, lecturers in training 
colleges, teachers and any others connected with public 
health and education. An inclusive fee of 25-4s. will be 
charged. 


International Post-Graduate Medical Course 
The XXth International Post-Graduate Medical 


Course will be organised in Karlovy Vary on September 


18-23, 1961. 
The main subject of this course will be diabetes 
mellitus. In addition, free themes will be discussed. 


NOTES AND NEWS 425 


Papers will be read by leading research workers from 
Austria, Belgium, Bulgaria, France, the German Demo- 
cratic Republic, the German Federal Republic, Great 
Britain, Hungary, Italy, Roumania, Sweden, Switzerland, 
the USA, the USSR, Yugoslavia and Czechoslovakia. 

Further information from the Czechoslovak Society 
of Physical Medicine, Albertov 7, Praha 2. 


Seminar on Organisms Belonging to Family 
Enterot 

A seminar on organisms belonging to family Entero- 
bacteriaceae (Salmonella, shigella, paracolon, escherichia, 
aerobactor, klebsiella, proteus) will be held on 8th and 
9th June, 1961, at the Central Research Institute, 
Kasauli. 

The scope of the seminar is indicated below : 

1. Standard methods and techniques of culture, iso- 
lation, preservation of organisms belonging to this 
family. (2) Method of transport of specimens and cul- 
ture from the field to the laboratory and from one 
laboratory to another laboratory. (3) Standardisation of 
techniques of identification and serological typing of or- 
ganisms. (4) Facilities available at the national centres 
at Kasauli and Lucknow and their collaboration with 
International centres. (5) Discvssion on matter related 
with epidemiology of the diseases and clinical syndromes 
caused by these groups of organisms in our country. 
(6) Discussion on establishment on phage typing units 
for these groups of organisms at the national centres 
with the help of LC.M.R. (7) Establishment of units 
at the national centres for collection of type cultures. 
(8) Discussion on establishment of Regional Centres at 
various places in the country to co-ordinate the work of 
various smaller laboratories and the national centres 


of the country. (9) Periodical publications of the find- . 


ings of the Regional Centres and the National Centres 
with regard to systematic study of these groups of organ- 
isms and dissemination of information regarding these 
organisms to all scientific workers in the country with 
the help of Indian Journal of Medical Research. (10) Dis- 
cussion on any other matter concerning the laboratory 
work and organisation dealing with these groups of 
organisms. 

Further information from the Secretary, Seminar on 
Enterobacteriaceae, Salmonella and Escherichia Refer- 
ences Laboratory, Central Research Institute, Kasauli. 


Semi-conductor Thermometer 


One merely has to touch the body with one end of 
this thermometer, and the needle on its dial will im- 
mediately show the right temperature. Its pinpoint end 
is so small that, if need be, one can measure the tem- 
perature of a fly’s eye. These properties make it 
possible to use the semi-conductor thermometer for bio- 
logical research. The new thermometer has also been 
approved by medical workers, and with slight modifica- 
tions the new instrument will be used for investigations 
of the internal organs of the human body. 

The new semi-conductor thermometer was designed 
by Leonid Sterin, research worker of the Laboratory of 
Automation and Remote Control, Mining Institute, Sibe- 
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rian Branch, USSR Academy of Sciences.—News & 
Views, Soviet Union March 30, 1961. 


Diploma in Clinical Pathology 

The one year’s course of instruction for the Diploma 
in Clinical Pathology under the Faculty of Tropical 
Medicine and Hygiene, West Bengal will begin on the 
Ist July, 1961. This course is open to medical graduates 
or candidates possessing equivalent qualifications with 
at least one year’s experience as House Medical Officer 
or Pathologist in a recognised institution. Applications 
for admission in the prescribed form (obtainable from 
the office) should reach the Director, School of Tropical 
Medicine, Calcutta by the 3ist May, 1961. 


Free Medicine to Fight Tuberculosis 


The Union Health Minister Sri D. P. Karmarkar, 
declared in the Lok Sabha on 21-3-61 that Government 
would provide free medicines to every doctor who treat- 
ed ten or more tuberculosis patients. He was replying 
to the debate on demands for grants for the Health 
Ministry. 

Sri Karmarkar said that tuberculosis continued to 
pose a serious problem to the Government. It would 
be impossible for Government to provide additional beds 
to treat every case of tuberculosis. The only way in 
which this menace could be checked was to tackle it 
on a community basis. Unless voluntary groups arose 
in every small ‘mohalla’ in the country, it would be 
impossible for Government with all its present resources 
to combat it. 

Sri Karmarkar said that socialisation of medical ser- 
vices was the only way of providing medical facilities 
to the people. He was aware that some private medical 
“practitioners charged exorbitant fees which were beyond 
the means of the common man and drugs were also not 
within the reach of the people. Unless, there was full 
socialisation of the medical services and he expected 
this to come about within fifteen or twenty years, the 
profiteering instinct of the drug manufacturers on the 
one hand and the earning instinct of the medical practi- 
tioners on the other, were bound to remain. 


Microbiological Congress 


The fourth Scientific Conference of the Association of 
Microbiologists of India was inaugurated in the Old 
Convocation Hall of Delhi University on 31-3-61. 

Inaugurating the Congress, Prof. N. K. Sidhanta 
observed that though he had no pretensions to being a 
microbiologist, the Head of a University had to take an 
intelligent interest in all branches of knowledge. In a 
brief review of the history of microbiology he referred 
to classical writers of 2,000 year ago, who had pro- 
phesied the existence of animalcules not visible to the 
naked eye. 

Dr. J. C. Ray in his presidential address remarked 
that after a period of intensive activity for 30 years 
from 1880 the scientific study of the mechanism of im- 
munity passed into a state of comparative neglect during 
the next 30 years. Since the forties of this century, 


however, interest in the subject had steadily revived 
and had now reached a peak. 

Dr. Ray concluded his address by saying that a clearer 
understanding of the role of the antigen molecule in 
the process of antibody synthesis may be expected to 
emerge from experimental work taking the enzyme in- 
duction system for a working model. 

A number of distinguished microbiologists from 
abroad participated in the Congress. The Scientific 
programme included besides, a symposium on Trends 
in Research on Viruses and Virus Diseases in India and 
a group discussion on the teaching of microbiology in 
Indian Universities. 


Health Standards 

The Union Health Minister, Sri D. P. Karmarkar, 
stressed on 26-3-61 the need for fair and elaborate assess- 
ment of vital statistics in order to develop better health 
standards in the country. 

The Union Minister, who was addressing the eighth 
annual meeting of the Alumni Association of the All- 
India Institute of Hygiene and Public Health, Calcutta 
added that assessment of various problems such as in- 
cidence of disease etc., was very essential before any 
measure for eradication or prevention could be adopted. 
He said, philosophically we might be a better nation 
but statistically we are very poor even today. 

Sri Karmarkar referred to the unsatisfactory condi- 
tion of collection of vital statistics in India even today 
and said unless all public health workers were conscious 
of this lapse, no adequate improvement in health stand- 
ards could be brought about. 

He said that in about 60 medical institutions through- 
out the country about 6,000 doctors were expected to be 
available per year shortly. Out of those, ultimately a 
section would take up general practice and another would 
specialise in various subjects. 

The Minister expressed the view that by scoring out 
unnecessary portions from curricula better general prac- 
titioners would be available. ‘“‘I am not for curtailment 
of knowledge but what I want is knowledge at proper 
stage,” he explained. 


Methuselahs of Modern Age 


There are 21,708 persons 100 year old or more, and 
592 persons more than 120 years old in the Soviet 
Union, the Tass news agency reported recently. 

The Soviet central statistics office disclosed that 
there are 14 women in the 100 years and older category 
for every 6 men. 


Anti-Malaria Plans for West Bengal 


A comprehensive malaria eradication programme is 
expected to be implemented in West Bengal during the 
Third Plan period. The estimated expenditure is 
Rs. 425 crores. Of this the Centre will provide Rs. 2°72 
crores, while the West Bengal Government will have to 
find Rs. 1°53 crores from its own exchequer. 


Vital Statistics Essential for Developing Better 
| 
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Starting with nearly Rs. 1-25 crores in the first year 
(1961-62), the expenditure will be to around Rs. 51 lakhs 
in the final year of the Third Plan. A surveillance or- 
ganisation will be established. 


Tul losis Relief A iati Calcutt 

The T.R.A. has during 1959-60 constructed a small 
three-storeyed building of its own and also commenced 
the working of a second clinic and of its indoor hospital 
with a bed capacity of ten. 

The out-patient department of the Chest Hospital was 
opened on the 26th of July 1959 and the indoor depart- 
ment was brought under working in course of the year, 
1959-60, with ten beds, actually only one patient got 
admitted before 3ist March 1960, other beds were 
occupied in course of a few days. 

The T.R.A. is at present in a position to accommo- 
date 20 patients and there are 12 patients already in the 
beds. The sputum was found (a) positive in 972 (19-7); 
(b) negative in 3973 (80-3). The differential count of 
blood was made in 1338, and ESR in 3022 patients. An 
analysis of new cases of pulmonary tuberculosis showed 
(a) sputum positive in 792 (41:5) and (b) sputum negative 
in 1118 (59-5) cases; (c) sputum was not supplied for 
testing by 271 patients. These non-pulmonary tubercu- 
losis cases numbered 3394 (60-9). 

About 80 per cent of the families examined came from 
middle class alone (assuming that selection of families 
were representative of the population). 

The activities in the clinic at Dharamtala Street for 
the year 1959-60 comprised of : New cases 5575; review 
cases 2600; x-ray photos taken 8222; laboratory attend- 
ance 7314; total attendance 25814; free x-ray taken 14; 
average daily attendance 86. 

In the outpatients. department at Dilkhusa Street from 
1-8-59 to 31-3-60 there were: New cases 457; review 
cases 65; x-ray 552; total attendance 1684; laboratory 
attendance 579; free x-ray nil; average daily attendance 8. 

The facilities offered at the Clinics and Hospital are 
the following : 

A. In the Clinics: In both the clinics the charges 
are the same being Rs. 6/- only for all including x-ray. 
The clinic at Dilkhusa Street is open from 9 a.m. to 11 
a.M. while that at Dharmatala Street is open from 12 
noon to 3 P.M. 

B. Indoor Department: The Managing Committee 
have fixed a charge of Rs. 5/- per day per patient, in- 
clusive of ordinary anti-tuberculous drugs, diet and in- 
vestigations viz., x-ray, blood and sputum examinations. 

This charge has been kept at a lower level in com- 
parison to other non-official institutions mainly to con- 
form to the avowed principle of the association serving 
that class of people who have a moderate income. 

The T.R.A. received an ad hoc grant of Rs. 10,000/- 
from the West Bengal Government and Rs. 8,000/- from 
the Rangers Club, Calcutta, besides small donations from 
various sources. 

The valuable services TRA is rendering towards the 
treatment of TB patients are sure to raise it to a big 
institution for the relief of TB patients in course of a 


few years. 
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expressed by correspondents 


Bilateral Tuberculosis of the Hip 


Srr,—In undergraduate teaching it is almost a dogma 
that a child suffering from hip disease should be consi- 
dered tuberculous until the contrary is proved. But 
there are many known exceptions to this rule. Tom 
Smith’s dislocations belong to the exceptions. 

It is well known that septic osseous and articular 
lesions may complicate smallpox due to attendant septi- 
caemia and pyaemia. Because of the heavy and sustained 
infection of the blood stream, it is not uncommon to 
find multiple skeletal lesions. Thus, one not infrequently 
sees bilateral suppurative arthritis of the elbows, knees, 
or hips as complication of smallpox. At the moment I 
have such a patient, a child of 2 years, who has suppu- 
tative arthritis of both knees and elbows and osteomyelitis 
of all the long bones and some tarsal bones. 

It is also known but not often appreciated, that septic 
arthritis complicating smallpox behaves somewhat diffe- 
rently from the usual type of acute suppurative arthritis. 
The former type is often silent and the clinical course 
is not stormy with hectic fever, etc. Obviously this is 
due to the extremely debilitated state of the patient after 
an attack of smallpox. Often the first indication that 
something has gone wrong is the development of a 
pathological dislocation, usually of one or both hip joints, 
or a ‘cold abscess’ in the vicinity of a joint. A skiagram 
taken even at that stage shows such gross destruction 
of the joint that the articular end appears to have 
vanished. 

Generally, the disease is ‘self-curing’, resulting in 
bony ankylosis or pathological dislocation; otherwise 
chronic osteomyelitis of the affected part supervenes. 
Infection is often maintained by sequestra, some of which 
may be massive, probably because of the sudden ofset, 
rapid progress and gross destruction, all of which are 
caused by diminished host resistance. 

It was thus surprising to find Dr. Bharat Bhushan 
reporting such a case (J. Indian M. A., 35: 409, 1960) as 
an unusual variety of tuberculous infection of the hip 
joint on both sides. In the case reported there is no 
evidence for the diagnosis of tuberculosis, and from the 
skiagram it is difficult to see how he arrived at the 
diagnosis of tuberculous arthritis of the hip joints. The 
specific history of antecedent smallpox, and development 
of bilateral destructive arthritis of the hip joints, with 
little general upset, leading to pathological dislocations, 
can be attributed best to septic arthritis—the infection 
being due to massive blood stream infection. One is 
formed to come to this conclusion, rather than invoke an 
unusual variety of tuberculosis. 

Even the x-ray appearance is typical of suppurative 
arthritis. The total disappearance of femoral head on 
one side (the sides being unmarked in the x-ray film) 
and the massive sequestration of the femoral head and 
bony ankylosis of the dislocated femoral shaft with ilium, 
on the other side, speak in favour of a septic lesion 
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rather than tuberculosis. Nor can one agree with the 
author’s statement that the head of the femur is normal. 
It is so obviously dense, even in the reproduction, lying 
separate from the shaft, that it is unquestionably a 
dead ‘head’. 

The really unusual feature in this case is not that 
it is bilateral, nor that it could be tuberculous (for it 
is not) but the fact that the femoral head is loose and 
lies, apparently inside the pelvis, naturally extraperi- 
toneally. If one can reconstruct the sequence of events 
it was most probably as follows: First, there was a 
massive invasion of the acetabulum in the debilitated 
convalescing individual. The acetabulum was destroyed 
early, leading to a pathological tentral dislocation of 
the hip. The infection spread from there through the 
capsule to the metaphysis of the femur, leading to 
cutting off of the blood supply to the femoral head 
which sequestrated in the centrally dislocated position. 
The capsule and the femoral neck were destroyed lead- 
ing to a pathological dorsal dislocation of the femoral 
shaft which later got united to the ilium. This picture 
is rather unusual. Though I have seen sequestrated 
femoral heads in suppurative arthritis, I have not so 
far seen a case of combined central and dorsal disloca- 
tion of the hip joint. 


I am, etc., 


Kasturba Medical College 
Mangalore H. SRUINTVASAN 


Breeding Grounds for Mosquitoes 

Str,—In Jhargram sub-division of Midnapore, West 
Bengal, the forest department is digging extensive 
trenches (4 x6’ xindefinite) enclosing forests and ‘would 
be’ forests. During the rains, clean water from the 
forests fills up these trenches, which act as breeding 
grounds for mosquitoes, lethal and otherwise. There 
has already been an increase of mosquito nuisance and 
clinical malaria locally. I had a talk with the Malaria 
Officer of Jhargram. He gave me to understand that 
he was trying to reduce malaria by killing adult mos- 
quitoes with D.D.T. spray in the huts of the villages. 
He was also trying to eliminate the human element by 
reducing the gametocytes with antimalarial drugs. I 
was told that they were not much interested, just then, 
in the breeding grounds. But the- question is if the 
breeding grounds are indefinitely imcreased, as in the 
present case, will the other two measures keeep malaria 
in check under ordinary conditions ? 


I am, etc., 
Vill, Mitrapur P. N. Mirra 
P.O. Bodhara (W. Bengal) M.B., D.T.M., CAPT. 


Tea-Garden Doctors’ Fate 

S1r,—Doctors willing to serve tea-gardens in Assam 
are requested to note carefully that their services undér 
a Private Managing Agency are nothing but drudgery, 
with small pay and allowances. During the probation- 
ary period and even after the expiry of probationary 
period of 6 months, a doctor does not get any leave with 
pay and even if the authority promises in writing to 
grant leave with pay, no pay is given if he does not 


join, although there was nothing written about that 
condition. 

The pay scale of Licentiate Doctors in most tea- 
gardens in lower Assam is Rs, 155-6-335—30 p.c. D.A.— 
servant allowance of Rs. 45/- to 55/- per month. Tea- 
gardens under private managing agency always try to 
deprive newly recruited doctors of proper scale of pay 
if everything is not mentioned in the appointment letter. 
The sweet words of increasing pay after the probationary 
period must not be believed. Synopsis of rules regard- 
ing leave concessions, garden facilities, T.A. while on 
leave and P. Fund, gratuity and bonus rate, etc., must 
be procured before joining a new service. Doctors are 
entitled to get sick-certification fees (issued to garden 
labourers) from the owners of tea-gardens according to 
Labour Plantation Rules of the Assam Government. But 
this fee, if not allowed in the appointment letter, will 
not be available. Assam is still a very backward region. 
Lives of Bengalees are hazardous and authorities of the 
gardens scarcely give any compensation if any tragedy 
takes place. The manager and the head clerk are kings 
there in the garden. At every foot-step doctors are to 
take permission from the manager if doctors wish to 
go outside the gardens. I have been totally deprived 
of getting leave salary from a private managing agency 
situated at Calcutta who granted me 15 days’ leave 
with pay after 6 months of service, but did not agree 
to imerease the scale of pay and did not give me my 
leave salary of 15 days on the plea that I did not agree 
to join after leave without getting increased scale of 
pay orders. 


I am, etc., 


Ghola, 24-Parganas P. K. BACHAsPatTI 
West Bengal L-M.F. 


A New Tranquilliser for Schizophrenia 

S1r,—Recently a new tranguilliser of the phenothia- 
zine group, ‘eskazine’ brand of trifluoperazine, has been 
introduced into India. 

I have now treated 60 schizophrenic patients with 
the drug and have obtained good results and I consider 
the drug as marking a definite advance in the treat- 
ment of schizophrenia. 

In early and untreated cases best results have been 
obtained by combining eskazine with electroconvulsive 
therapy. In addition, many of the old cases who had 
defied all other forms of treatment responded very well. 

Two groups of patients were treated : 

1. Early cases of less than 2 years’ duration who had 
been treated previously with sedatives and other 
tranquillisers without improvement. 

2. Patients of long standing disease who had been 
treated previously with electroconvulsive therapy 
and insulin coma therapy with little success. 

The starting dose was 2 mg., b.d., increasing by 
stages up to 5 mg., t.d.s., within 3 weeks. 

Of the early cases one group of patients received no 
treatment except eskazine. 7 out of 16 of these cases 
showed marked improvement. But of 27 patients in 
whom electroconvulsive therapy was given first and 
eskazine started either during the course of this treat- 


A 
4 
i 
x. 
‘ 


ENZYNORM 
hquidum 


N 
o 
R 
o 
m 
R 
K 


Palatable gastric juice from the bottle 


Enzynorm replaces normal gastric 
juice in all cases of diminished 
acid enzyme production. It is 
proteolytically active within the 
entire pH range of the stomach, 


Bottles of 100 mi and 500 mi 


GERMAN REMEDIES & Trading Co., Private Ltd. 
P.O. Box 1945, Bombay |. 


May 1, 1961 J. M. A. Advertiser xxxv 
2 
le 
& 
$ 
liquid 
4 
one. 
; 


Vol. 36. No. 9 


LIQUID & TABLETS 
A LIGHTNING REMEDY 


Prescribed by Doctors 
in 108 Countries all over th : Sf 


HADENSA for PILES 


HAEMORRHOIDS, FISSURES and BLEEDING 


HADENSA, recommended by Doctors in 108 
countries, gives prompt and lasting relief from 
Piles, Haemorrhoids and Fissures; relieves pain 
and itching and is an excellent lubricant. 


HADENSA contains no narcotics which may mask 
serious rectal pathology—It is non-staining. 


FORMULA: 
Monochlorcarvacrol ..0.01g.  Oleum bituminosum 0.20 g. 
Menthol B. P. 250g.. Oleum Arachidis B. P. 18,00 g. 
Adeps Lanae Base ... 79.29.g. 


Only genuine with this mark 


THE WORLD RENOWNED GERMAN PILE REMEDY Jj 


xxxvi J. M. A. Advertiser 
CAA 
| 
‘ Compound 
coun, 
PRIVATE 
7. SOUTH END ROAD- BANGALORE-4 VIGOUR. 
| 
ond | 


ment or afterwards, 19 showed marked improvement. 
This management considerably decreased the time of 
hospitalisation. 

In the group of 17 patients of long standing disease, 
7 improved. This was impressive since these patients 
had proved resistant to all other forms of treatment 
given previously. ‘This group included uncooperative 
and mute patients, some of whom improved remarkably 
within 3 weeks. 

One patient, who had been ill for 8 years and was 
about to be sent to a ‘home for incurables’ for life, 
improved so much within 2 weeks of starting treatment 
that it was no longer considered necessary to send him 
away. 

Side effects of the drug were dizziness, increased 
irritability, tremor of hands, rigidity of the body and 
in a few cases combination of rigidity and tremor giving 
a picture of Parkinsonism. The side effects were found 
only in a small percentage of cases. They were never 
very serious and were easily controlled by reduction or 
discontinuance of dosage. 

I am, etc., 

Calcutta NAGENDRANATH Dk, 
M.B., D.T.M., M.R.C.P., D.P.M. 


Direct and Indirect Taxes on Medicine 

Srr,—The Finance Minister of the Central Govern- 
ment has imposed taxes on medicaments (a) by indirect 
way, (b) by direct way, thereby the price is sure to go 
up by 25 per cent if not more. 

The present indirect taxation is as follows : 

(i) Tax on glycerine which is a component of many 
medicines. 

(ii) Tax on soda ash and glasswares. 

Soda ash is needed to prepare glass incurring excise 
and again glass bottles separately, thus the packing 
cost will rise by 20 per cent. 

(iii) Tax on board and millboard means the cost of 
packing will increase 5 nP per Ib. 

(iv) Tax on bakelite which is needed for the capping 
of bottle. This will mean an increase in packing cost 
by 15 per cent. 

(v) Tax on cellophane which also is needed for 
packing. 

Furthermore I may add: 

(vi) The profession in village who mostly are not 
Registered Dealers in Central Sales Tax are paying 7 
per cent Central Sales Tax on medicines since 1958 
causing village people to pay this extra burden. 

(vii) The Railway authority does not consider medi- 
cine as a special important commodity and so they have 
categorised it as general merchandise and had imposed 
a freight surcharge at 10 per cent previously and are 
again adding another 10 per cent in the present budget. 

(viii) The last and the most puzzling tax is the 10 
per cent ad valorem on finished product per unit of 
medicine (patent and proprietary) in addition to the 
aforesaid. Hence any unit which is sold at Rs. 4-00 at 
present will be charged with 40 nP extra on its sale 
price. So one can easily feel the rise in prices which 
will tell on the ailing public as well as the professfon 
specially in villages. 
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I feel, proper action on your part will do justice to 
the profession and the public. 
I am, etc., 


44, Pathakpara Road 


Behala, Calcutta 34 (Dr.) B K. BraTracHaRYA 


Levy of Central Excise Duty on Non-alcoholic Patent 

Sitr,—Probably you are aware that with effect from 
ist March 1961 Central Excise has levied a duty on 
non-alcoholic patent and proprietary medicines. We think 
you will realise that this will have a very adverse effect 
on the purchasing capacity of the middle class people. 
Because with the implementation of Central Excise duty 
on non-alcoholic patent and proprietary preparations and 
also on other connected materials such as glass bottles, 
boards, glycerine, etc., the cost of finished medicines 
is bound to increase. All the manufacturers’ organisa- 
tions of Calcutta including ICMA and the dealers like 
All India Chemists and Druggists Federation and Bengal 
Chemists and Druggists Association formed one eub- 
committee and a telegram was sent to Shri Morarji Desai 
and other Ministers requesting them that the levy pro- 
posed on patent and proprietary medicines be given up 
in toto. 

Besides, it will not be out of place to mention here 
that the authorities are going to levy duty on free 
samples as well, which are meant for distribution amongst 
the physicians free of cost for clinical trial. This will 
necessitate the manufacturers to curtail sample distribu- 
tion and sampling being a most vital thing for the 
Pharmaceutical Industry and also for Physicians, we 
strongly believe that your Association will also take up 
this case with the Government. 

Regarding Excise levy on alcoholic drugs: A new bill 
providing for certain readjustments in the Excise Duty 
on medicinal and toilet preparations with alcoholic con- 
tents, placed before the Lok Sabha by the Deputy Minis- 
ter of Finance on March 8, 1961, we hope, has already 
drawn your attention. The bill proposes the introduc- 
tion of a uniform duty of Rs. 32/- per gallon “‘of the 
strength of London proof spirit’? which comes to Rs. 7/- 
per litre in metric units irrespective of whether the 
preparations are capable of being consumed as ordinary 
alcoholic beverage or not. 

The above proposal is also giving a serious blow on 
the industry and on its implementation the cost of the 
alcoholic preparations will also increase to a great ex- 
tent. Previously the manufacturers had to pay a duty 
of Rs. 5/- per L.P. gallon; in its place the proposed levy 
is Rs. 32/- per L.P. gallon. Naturally you can understand 
at what level the cost of the alcoholic drugs should be 
raised by the manufacturers to pay the additional 
burden. We believe this point should also be protested 
with all its seriousness for the interest of the common 
people, the industry and for the medical profession. 

I am, etc., 

N. C. Muk#erjr 
Jt. Secretary 
Association of Indian Pharmaceutical 
Manufacturers 


Calcutta 
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REVIEWS 


Pyelonephritis —By Fletcher H. Colby, M.D. 1959, Bailliere, 
Tindall & Cox, London W.C. 2; 8”x6"; pp. 214; 60s. 
net. 


The author provides one of the few American books 
covering the field of urinary infection. The book is de- 
lightful to read, lucid, concise and well illustrated with 
beautiful radiographs, detailed biochemistry charts and 
statistics of follow-up cases. Recent treatments of renal 
infections are given with the author’s personal experi- 
ences. 

The volume is highly commended to physicians, 
surgeons, biochemists as well as interested postgraduate 


students. 
S. N. SEN 


Third Tissue Homotransplantation Conference, Annals 
of the New York Academy of Sciences, Volume 73, 
Art 3, pp. 539-868; published by the Academy; 9” x6”, 
$5.00. 


The science of tissue transplantation has opened up 
a new era in the progress of surgery. The wide appli- 
cation of autotransplantation of tissues in the different 
fields of surgery has solved many difficulties. The value 
of homotransplantation of skin in extensive burns is 
well established. Immense possibilities of homotrans- 
plantation of tissues is visualised. But the problem of 
graft rejection still remains unsolved. 

This monograph is based on the third tissue homo- 
transplantation conference and consists of a number of 
papers by eminent workers on the subject, covering 
different aspects of homotransplantation. Although no 
definite conclusion has yet been reached, these re- 
searches will go a long way to dispel the pessimism 
that exists regarding graft rejection. The papers will 
prove very illuminating to a person interested in the 
subject and will open up many newer channels of 


thought. 
ANJALI MUKHERJER 


OBITUARY 


Rai Dr. A. K. Mukerji Bahadur 


Rai Dr. A. K. Mukerji Bahadur, Retired Civil Surgeon, 
Bihar and Orissa Medical Ser- 
vice, breathed his last on 
March 16, 1961 at his residence 
at Panihati, West Bengal. He 
was 87 at the time of his death. 
Dr. Mukerji was a brilliant 
scholar of the Calcutta Medical 
College. He entered service in 
1900 and retired to 1930, as a 
Civil Surgeon. After his retire- 
ment, he settled at Darjeeling. 
He was president of the Dar- 
jeeling branch IMA for several 
years. 


Rat BAHADUR 
Dr. A. K. MUKERJI 


YOUR QUESTION 


Correspondents should give their names and addresses 
(not necessarily for publication) and include all relevant 
details for the questions which should be typed. Ques- 
tions of medical interest will only be accepted for this 
section. They should be sent in a separate envelope 
marked “Your Questions”. Questions of general interest 
will be published in preference. Lack of space precludes 
answering all the questions received. 


Ep.—J. Indian M. A. 


Premature Greying of Hair 

Q. During my practice I have come across patients 
complaining of premature greying of hair. This com- 
plaint is observed in patients of all ages and almost 
equally in both sexes and among thin built as well as 
obese patients. Kindly enlighten me regarding its aetio- 
logy and treatment. 

Ans. Canities (whiteness or greying of the hair) is 
produced by the disappearance of the pigment from the 
hair and by the presence of air between the cells of the 
cortex. It may be general or local, congenital (as in 
albinism) or acquired, physiological or pathological. The 
cause may be senile in origin; or be due to heredity; to 
deficient nutrition or innervation of the hair follicles; to 
functional or organic nervous affections (fright, facial 
atrophy) ; or to local causes like chemical action upon the 
hairs used for cosmetic purposes. The acquired causes 
may include some form of chronic toxaemia, disease of 
the intestinal tract, postoperative conditions, shock, 
worries and anxieties, etc. 

Premature canities in young adults is often associated 
with the occupations of life, being much commoner in 
men who from necessity have the head habitually covered, 
and who yet lead sedentary lives. Premature greyness 
has been seen in hypopituitarism (as in Simmond’s 
disease), and in various disorders of the thyroid gland. 
Reports have also been published of premature greying 
due to continued use of chloroquine for a long period. 


As treatment is generally of no avail, no definite 
schedule could be recommended. Wherever possible 
treatment should be directed towards removal of the 
known offending agents. This may lead to re-pigmenta- 
tion. Dying often leads to contact eczema due to the 
chemicals used in the process of dying. Solutions of 
silver nitrate (3 per cent) are used to produce black 
tint. Reliable preparations of henna appear to be harm- 
less. 


In suitable cases thyroid in small doses may be given. 
Local massage and friction, and applications of ultra- 
violet rays may help in some cases. Vitamins may be 
given orally. 

Pantothenic acid which was introduced in the U.S.A. 
as ‘anti-grey-hair factor’, clinically proved a failure in 
correcting greying of hair in humans. Para-aminoben- 
zoic acid may, however, be given a trial in premature 
greying. 
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IV ANDHRA PRADESH MEDICAL 
CONFERENCE, 1961, KAKINADA 


The 4th Andhra Pradesh Medical Conference was held 
in Kakinada on February 26-27, 1961. Sri Pallam Raju, 
Minister of Forests, Fisheries and Animal Husbandry, 
Government of Andhra Pradesh and President, Andhra 
Pradesh Congress Committee, inaugurated the Con- 
ference. 

The new President, Dr. EB. Srinivasa Reddy of Kur- 
nool, was installed in office by the outgoing President, 
Dr. P. S. Giri of Vijayawada. 

An instructive scientific session was arranged. 
Symposia on (1) Medical Education of General Practi- 
tioners, (2) Corticosteroids and (3) Filariasis were the 
highlights of the session besides a féw short papers. 


WELCOME ADDRESS 


Dr. P. N. Rao, Chairman, Reception Committee 
accorded a hearty welcome to the guests and delegates. 
In his welcome address, he gave a short history of the 
town of Kakinada. He thanked individually all the dis- 
tinguished guests who attended the erence. He 
concluded with the following appeal. 

“It is the established ideals that count. It is the 
personalities that count. It is the institutions that pro- 
pagate the cherished ideals and the personalities that 
stand by them, count. The great upsurge of construc- 
tive activity can be maintained by joining hands with 
the forces of progress. Those that sit on the fence are 
only losers of time, as the time for personal opportunism 
has gone for ever. It is by throwing in our full weight 
with the community we can yet maintain our identity. 
We are really building a veritable social order by an 
active collaboration in all fields consistent with the 
scientific and rationalistic approach to all problems. Let 
all medical men join the Indian Medical Association.” 


PRESIDENTIAL ADDRESS 

Dr. EB. S. Reddy, the president of the conference 
in the course of his address said: 

“The concept of health has assumed a new signifi- 
cance. Accordingly, in addition to the normal medical 
and health services our health programmes include 
social relationship and environmental hygiene, including 
water-supply, drainage, housing etc. and their impact on 
the economic well-being of the people. 

Our State’s population is about 40 million and the 
rate of increase is approximately 2-2 per cent per annum. 
This immense population is our biggest asset, as also 
our biggest problem. Lack of health will sap their 
energy and undermine their capacity for productive 
effort. The building up of the State’s human resources 
is, therefore our first task, and health services have a 
vital role to play in this task. 

The expectation of life at birth is increased, the 
infant and maternal mortality rate is decreased, the in- 
cidence of communicable diseases is lowered when com- 
pared with the previous years, yet the overall improve- 
ment has not been such that the nation can be proud 
of it during these two Five Year Plans, keeping in view 
the recommendations of the Bhore Committee which was 
published in the year 1946. The financial outlay in 
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Third Five Year Plan does not appear to be sufficient 
to tackle the Health Programme in our State consider- 
ing the requirements needed for the growing population. 
The reason obviously is non-availability of finances. 

Let us hope that with optimism and perseverence we 
may achieve our ends at least in the next five year plans. 
The effectiveness of our health programmes will 
depend on their proper implementation. Medical and 
para-medical personned in the key to that implementa- 
tion. The education and training of medical and para- 
medical personnel at all levels both in quality and quan- 
tity is, therefore of the utmost im 4 


MEDICAL PERSONNEL 


There are about 5,000 qualified medical personnel 
practising modern medicine in our State being concen- 
trated mostly in towns and cities. It is partly untrue 
that our State is short of medical men and women. 
I can say the Government is not able to utilise their 
services providing them honorary and part-time appoint- 
ments though highly qualified and well experienced pri- 
vate practitioners are available. The other argument, 
which has been put forward is that the young doctors 
are not willing to serve in rural areas and in primary 
health units. There are several reasons for this, namely 
the facilities offered are not adequate in more than one 
way. It is well-known that the conditions of communi- 
cations, transport, housing, children’s education and 
other amenities are practically non-existent, the pay and 
allowances are not attractive. The most undesirable 
thing is that the doctor is placed under a block deve- 
lopment officer who is usually less qualified but also 
being a non-medical man cannot be expected to under- 
stand the problems of the doctor in-charge of the health 
unit, Secondly the peaceful and beautiful life of villages 
is completely changed to Mutta and group politics after 
the Panchyat Raj. The medical man is influenced by 
the parties to go out of way of his normal duties and 
his life is made miserable in that atmosphere. 

It is very undesirable. that a fresh graduate is placed 
in such a position, when he has to make rang ed 
diagnosis without proper equipment, assistance, facilities 
and also treat the patients on his own initiative. It can- 
not be expected of him to be able to do justice either 
to himself or to his patient. He must be attached to a 
senior doctor for a number of years so that he picks up 
the methods and conditions in which he has to work. 

The Andhra Pradesh Public Service Commission has 
to be congratulated for specifying the minimum i 
of two years to work in rural areas during the whole 
service when a candidate is appointed in Government 
service. 

At present the number of doctors serving in the 
rural areas is very meagre. If the health of the people, 
in general is to be improved effective health measures 
must be carried to the rural area which includes about 
85 per cent of total population. Therefore some con- 
crete steps must be taken to ensure that adequate num- 
ber of medical practitioners go to the villages. 

Serious consideration should be given by the govern- 
ment to the question of pay scales in general, facilities 
for further studies, special allowances to post-grasduates, 

rovision of residential accommodation and non-practis- 
ing allowance particularly to non-clinical staff of the 
teaching institutions and public health department.: 
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We demand the salaries of doctors in service in 
general must be at least 1 to similar services in 
other branches, though we have to study two to three 
years more than others and at least 50 per cent more 
in the teaching institutions by restricting them from 
private practice. 

It is regrettable that they are not receiving the 
sympathy and consideration which they deserve, though 
the Medical Educational Conference, the Medical Council 
of India, Indian Medical Association, University Grants 
Commission and other similar organisations ve re- 
peatedly recommended for higher scales of salaries. 


HOSPITALS, DISPENSARIES, PRIMARY HEALTH CENTRES 


The target for the Third Five Year Plan should be 
one bed per thousand of population. The beds avail- 
able in our state are about 15,000. More than half of 
the total beds available are in the hospitals of the big 
cities. Whatever funds are available, must be spent to 
improve the facilities and to expand the teaching insti- 
tutions. Special consideration is to be given to the 
hosp'tals, and primary health centres etc. 
in all the districts for their expansion and equipment 
so that not only the congestion and pe will 
be minimised in the various hospitals of the big cities 
but also the poor and suffering le from the neigh- 
bouring villages may have the benefit of medical aid 
with minimum expense. 

The bed strength in our country is 0-38 per 1,000 of 
population,- whereas it is about 3 per 1,000 in advanced 
countries. The bed increase in future should be studied 
in the light of our rural population and the hospitals at 
Taluk level should be upgraded. 


TEACHING FACILITIES 


We feel happy to mention that we are having eight 
medical colleges in our state with an annual. admission 
for 805 students. By the end of III Five Year Plan the 
admissions into the existing medical colleges are sup- 
_ to be 1,000 and the graduates coming out success- 

lly are estimated to be 500 minimum per year. Accord- 
ing to the present statistics, the percentage of regular 
passes in the examination is very low. There is some- 
thing seriously wrong in the methods of admission, curri- 
cula and examinations and enongh teaching staff in the 
teaching institutions are lecking. I feel that no new 
medical colleges should be ned in our state and the 
number of admissions should not be increased until a 
thorough investigation is done by the government and 
the universities to rectify the high percentage of failures 
in the examinations. I am of opinion that the selec- 
tion for admission must be uniform thronghout the 
state and weightage must be given on the regional basis 
along with educational merits etc. If qualified and ex- 
perienced personnel are short in the teaching institu- 
tions, we must not hesitate to secure such personnel 
from outside of our state on short-term basis and the 
services of the retired people may be secured. 

I heartily congratulate the members of the Medical 
Educational Society, Kakinada for the wise and bold 
step taken in starting Sree Rangaraya Memorial Medi- 
cal College at Kakinada. 


POST-GRADUATE COURSES, RESEARCH AND 
REFRESHER COURSES 


The seats available at present for post-graduation and 
research are very inadequate. The seats have to be 
increased in all specialities to meet the need, specially 
of the teaching institutions. The government has to 
provide facilities for the candidates such as leave, post- 
ings and even to send them to other universities outside 
of our State on deputation or granting scholarships. It 
is not. wise to force the candidate to undergo post- 
graduation or research in the subjects in which he has 
least interest. The government shonld devise methods 
for refresher courses, who would like to undertake such 
further training. I see no reason why our young friends 


should go and qualify themselves in foreign countries 
for mere basic degrees and diplomas. Itt was all right in 
the past when our universities had no such facilities. 
Considering the present standard and facilities available 
in our conntry it is wrong to think that foreign degrees 
and diplomas inculcate more knowledge than degrees in 
India. You all can go to foreign countries hereafter 
only as visiting doctors to observe how the institutions 
are working and to detect and adopt what is good. 

Opportunities for research in our medical colleges are 
practically nil. Research workers should be permitted 
to devote their entire time to research and related activi- 
ties and not to be saddled with unnecessary routine. It 
is hoped that the Indian Council of Medical Research 
will take the necessary initiative in this respect. 

Under the auspices of the I.M.A. Andhra Pradesh, 
State Branch, a college of General Practitioners, which 
is the first of its kind in our country, was inaugurated 
at Hyderabad on 4th September, 1960. The registered 
constitution and Rules pertaining for the above college 
have been already circulated to all the branches. 

You are aware, we require good amount of finances 
to run the said institution. The Central and Pradesh 
Governments were kind enough to sanction some amount 
and more financial help is expected in near future, pro- 
vided we collect equal amount. 

I humbly appeal to the member of the I.M.A. to 
kindly enro] themselves as the Foundation Members for 
the success of the institutions. 


STANDARD OF EDUCATION 


The proposal of Planning Commission to revive the 
Licentiate Course in medicine to meet the apparent short- 
age of medical personnel is viewed with alarm. It has 
been definitely accepted by the government that there 
should be only one standard of medical qualification and 
that is the university degree in future. The licentiate 
course has been dropped for over several years. We fail 
to understand what will be achieved by starting again the 
licentiate course unless the government intends to pro- 
duce doctors whom they can employ at a lower salary. 


SYSTEMS OF MEDICINE 


Many systems of medicine are prevailing in our State 
such as Homoeopathy. Ayurveda, Unani, Naturopathy, 
Integrated etc. Fortunately homoeopathy is on the decline 
in all parts of the world except our country to some 
extent. 

If the government wants to really encourage Ayur- 
veda pure ayurveda teaching institutions, having 
teachers of merit and practising ayurvedic medicine ex- 
clusively, should be opened so as to assess the real 
utility of ayurvedic meidcines. 

We have to congratulate our government for not 
undertaking to start integrated system of medicine in 
our State. 

Modern medicine ranks above all the systems not 
because of any false promise of immediate and miracu- 
lous relief, but because it is progressive, believes in re- 
search and experimentation and because it is ready to 
absorb truth discovered elsewhere. 

I would like to refer to the welcome address by 
Major K. N. Rao, Director of Medical Services, Andhra 
Pradesh, on the occasion of the Inauguration of the 
Indian Association for Advancement of Medical Educa- 
tion on 4th December, 1960 at Hyderabad. 

I am very thankful to him as he has correctly em- 
phasised and covered all the points in details as ——_ 
the history of Ancient Medicine, the present medical pro- 
fession and medical education. 

I quite agree on all respects ex to increase of 
admissions in the existing medical colleges and starting 
of new colleges. I suppose he has e that idea 
keeping in view the country as a whole, where the annual 
number of admissions to the present 58 medical colleges 
is roughly about 5,000 including the recent increase in 
admissions and I am sure he will agree with my views as 
far our State is concerned. 
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FAMILY PLANNING 

I would like to emphasise the importance of family 

planning because it is concerned both with the medical 
rofession and also with the non-medical personnel who 
ve assembled here. Family planning includes chiefly 
prevention of conception, ond a not mean abstinence 
or abortion. Family planning means children not b 
chance but choice. Every person who gets meatal. 
should therefore, endeavour to have children whom he 
can support and bring up well. With the extremely low 
per capita income of le, the vast population 
and its increase at the rate of about 2 per cent per annum 
the biggest problem in our country. This problem 

to be considered with priority. 

A steady and persistent effort is needed on the part 
of the government and voluntary agencies to convince the 
ignorant masses the necessity of spacing the children at 
least to three years and limiting the family. 

I do not like to go into details, but suggest a few 
methods: (1) Effective propaganda and mobile units for 
sterilisation in the rural areas (2) Providing all the 
facilities in each dispensary, primary health centre and 
in special departments in each hospital (3) Encourage 
the private practitioners to run the clinics and to per- 
form sterilisation on a nominal remuneration by the 
government. 

The ideal effective method is sterilisation. The ques- 
tion arises which sex has to undergo the operation. It 
is enough if either husband or wife undergoes the opera- 
tion. The operation in either case, is quite simple and 
brings no ill effects on health. Sex function is not di 
turbed but only renders the person sterile. 

Much is said and asked about the oral medication 
to prevent conception. Researches and investigations are 
continuing in this field. 

Indeed the nation will be very happy if such harmless 
wonder drug is discovered in near future. 

The I.M.A. has repeatedly offered its hand for the 
implementation of the Family Planning programme and 
the Government too stretched its hand of friendship in 
this connection. But till now both hands could not meet 
as the Government insists that Family Planning clinics 
should be only opened in the hospitals. I am unable 
to understand how the I.M.A., where many members are 
private practitioners, (of course there are good number 
of doctors of Government Service are members), can 
shake hands with the Government for this purpose unless 
at least the private practitioners are taken as part-time 


Dr. E. SREENIVASA REDDY 
PRESIDENT 


Dr. P. SrvaRAMA KRISHNA Rao 
ORGANISING SECRETARY 


service people. Otherwise every private clinic should be 
constituted into a miniature Family Planning Unit and in 
the suitable places sterilisations are advised with suitable 
remuneration by the Government. Without taking into 
confidence all the members of the medical profession by 
the Government the Family Planning Programme I am 
— may not yield good result in the Third Five Year 


COMMUNICABLE DISEASES 


Much is said that the steps for the eradication of 


malaria, filariasis, tuberculosis, smallpox, cholera, 
leprosy, yaws, etc., are taken up during the Second Five 
Year Plan and more will be done in the Third Five 
Year Plan. The death rates from tuberculosis and 
malaria are very alarming. We are not in a position 
to say what progress has been achieved unless complete 
and correct statistics are maintained. 

, The statistical relief of malaria at 8 per cent is visua- 
lised only by the microscopic eye after drugging of 
the people and by the reports from the village Patels 
up to the District Health Officers and even by higher 

ials but to our microscopic eye, with the increase 
in the splenic index, with typical symptoms of the dis- 
ease and with response to antimalarial treatment, it 
appears that malaria has not aborted even by 8 per cent. 

Deaths from diphtheria, whooping cough and tetanus 
should be prevented by triple antigen to every school- 
i he and to every child born at maternity centres 
and pitals. Measures of control are needed of other 
common diseases such as typhoid, trachoma, poliomye- 


litis. 
The co-operation of private medical practitioners 
should be sought to make this scheme a success. 


DRUG INDUSTRY 


It is an accepted fact that enormous amounts 
are paid to foreign countries for drugs, scientific and 
surgical instruments etc. The Pharmaceutical Enquiry 
Committee suggested certain measures to, make the 
country self-sufficient in this direction. It is gratifying 
to note that some steps have been taken for the manu- 
facture of antibiotics, synthetic drugs, alkaloids and sur- 
gical and scientific instruments by the central govern- 
ment. Steps must be taken to produce intermediate 
drugs in country in order to cheapen the cost of 
treatment 
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I appeal to my colleagues to use in their practice the 
drugs manufactured in our country though some of them 
may not be up to the standard when compared with that 
of foreign manufacturers. : 

I also appeal to the drug manufacturers of our coun- 
try not to put forth inferior quality drugs to compete in 
the market and try their utmost to remove the idea of 
the inferiority of the material prevailing among the 
medical men and the consumers. It is observed that 
many patent drugs are creeping into the market where 
the same ingredients are permutated and combinated this 
way or that. The adulteration by the stockists is very 
common. Every concerned manufacturer has to spend 
good amount out of the total revenue for research. 

The Patent Drug Law enacted during the regime of 
the foreigners is obsolete and outdated. With the undue 
advantage of this Law many patent medicines are im- 

ted into our country at extravagant costs. Drugs and 
a should be non-patented and they should not come 
into the market without an open formula and clear eluci- 
dation of the process of manufacture. The repeal of this 
law alone can stimulate research in our country. 


PARA-MEDICAL PERSONNEL 

Shortage of nurses, auxiliary nurses, midwives, health 
visitors, gramsevikas is equally pressing problem in the 
medical relief work. Nursing is an art. This art is the 
monopoly of the women rather than men. This art is 
more important than laying stress on medical aid in the 
management of the sick. We are happy to note that 
government has provided many centres in our state and 
many girls are coming forward to undergo training. I 
am of opinion that the educational stan for admission 
must be minimum passed S.S.1.C. or its equivalent 
examination for nurses and health visitors’ training. 
Remuneration paid to them is rather low. It must be 
raised to attract the profession. Deficiency can be over 
come if some of the private nursing homes having many 
beds and proper equipment may be i as train- 
ing centres. 

QUACKERY 


It is a social evil. Quackery is a crime in advanced 
Western countries. Most of the antibiotics and costly 
drugs are indiscriminately used by these quacks who 
are taking undue advantage of the superstition, poverty 
and ignorance of the illiterate masses. In the interests 
of the mation, vigorous steps must be taken by the 
government to put an end to quackery by ponies a bill 
at an early date. The drug act is applicable mostly to 
us but unfortunately not to quacks. Indian Medical 
Association has already submitted the scheme. 


REPRESENTATION 
Representation and recognition of Indian Medical 
Association on various problems concerned with public 
health, social welfare, medical education, etc. is very 
meagre. The government should establish advisory com- 
mittees of the above concerned schemes wherein Indian 
Medical Association should have adequate ntation 
im all the states. Official medical personnel in the com- 
mittees will not solve the problem as they are not free 
to express their individual ideas except to support the 
government policy whether right or wrong. 
NUTRITION 
is to be given to the problem of 
nutrition. In India the various diet surveys have re- 
vealed that malnutrition and undernutrition are very 
common, adversely affecting the health of the vulnerable 
group of the population—the expectant and nursing 
mothers, toddlers, pre-school children and the children 
of the school-going age. A damage to proper growth 
and development which may occur in this age-group due 
to lack of food in quality and quantity cannot entirely 
be made good subsequently even by providing adequate 
nutrition at that stage. Many deficiency diseases are 
preventible. Children are aptly considered fathers of 


the nation. Periodical medical inspection of schools ahd 
colleges should be undertaken to detect the abnormali- 
ties. Mass x-ray will also help to diagnose latent disease. 
If the child is properly protected many diseases in adult 
life can be prevented. 


MOBILE RELIEF CAMPS 


Mobile units in all the specialities have to be intensi- 
fied. Government is requested to obtain statistics about 
the results of the eye camps which were organised pre- 
viously by the private organisations. Such big camps 
without proper accommodation, inadequate facilities and 
equipment run by unqualified medical personnel should 
be discouraged. 

In this connection our Ophthalmic Hospital staff has 
to be congratulated for the eye camps conducts at 
various places in our State. 


MEDICAL PROFESSION 


The doctor is a friend, philosopher and guide to the 
patients and to their families. His primary duty is not 
merely to cure the sick and relieve the suffering but 
also try to prevent illness in the society. The welfare 
of the human existence lies in the hands of doctors. 
I appeal to the professional members. to take active 
interest and participate in the National Health Plan and 
Programmes. I am confident that our medical friends 
will always try to uphold the prestige of the profession 
by maintaining the imtegrity, loyalty to the nation, ren- 
dering selfless service by their peaceful and sympathetic 
conduct, motto should be “Service to the 
Humanity’’. 

Adverse comments are made in the Assembly and in 
po against the hospital and staff. The doctors in 

spitals have to work in difficult and peculiar circum- 
stances. These defects and difficulties can be solved by 
concrete action of the government and the profession. 


ABOUT OURSELVES 


The economic conditions of most of the private practi- 
tioners are said to be deteriorating on account of the 
overcrowding in the urban areas. I think under these 
circumstances the practitioners may start polyclinics 
jointly. What will be the position of our profession 
in future when our state is planning to produce 500 
graduates every year by the end of Third Five Year Plan? 
How many graduates will be absorbed in the service? 
Utmost 200 will be employed, taking into consideration 
of retirements and deaths. What about the rest of 300? 
How many of us can migrate to the rural areas? Will 
there be any surety of ours earnings? Same question 
will arise in other states of our country. I am afraid 
the time may come, when the government may dictate 
the terms and bargain by offering very low remunera- 
tion or the government has to offer scholarships to fill 
pd the vacancies in the medical colleges as the present 
glamour and craze for admissions would become less. 

Or the Government may have to restrict the ad- 
missions or some of the medical colleges may have 
to be closed after the peak production of doctors is 
reached. One of our sister State seems to be already 
contemplating on such measures. 

No medical person either in government service or 
an independent practitioner can in these days effectively 
put forth his views or grievances in his individual capa- 
city. No local medical organisation also can be success- 
ful in such efforts. It is only an all-India organisation 
like the Indian Medical Association that can help them 
in solving their problems. 

I appeal to all the medical men and women irrespec- 
tive their position in service or private life, that they 
should come under the common banner of the Indian 
Medical Association and stand united on the common 
platform for the best interests of the profession. We 
should endeavour to organise regular meetings which 
invariably give opportunity to improve our position and 
also improve our scientific knowledge. It is very dis- 
appoimting to note that only one third of the total 
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number of the medical personnel are members of Indian 
Medical Association. In Great Britain no doctor is given 
an appointment unless he becomes a member of British 
Med.cal Association. 

Our object is not merely to improve our condition 
and get our grievances solved, but also to allay the 
sufferings and contribute to the building of a healthy 
nation. 

It is very regrettable to note the latest circular that 
Central Government servants are permitted to take medi- 
cal aid fiom Government doctors only and are not per- 
mitted to take treatment from any private practitioners. 
The certificates given by the private practitioners are 
found to be not in order. 

I fail to understand how the private practitioners are 
not competent to treat the Government servants and to 
issue certificates. I wonder what is the motto of the 
Government behind. 

1 warn the medical profession that the Government 
is trying to create compartmentalisation between the ser- 
vice and non-service medical personnel. 

I would lke to say a few words rather advice to our 
young friends—medical students who have assembled here. 
I have already said in the beginning that percentage of 
failures in the examinations are very alarming. No 
other course is so lengthy, tedious and expensive like 
ours. Your duties are quite different from others, you 
have to work day and night besides your study, without 
proper rest and food in time. I know that the examina- 
tious alone to some extent are not the real tests of your 
ability and knowledge. Every one has to face the mis- 
fortune. Be kind, sympathetic and sincere to your 
patients. Our profession is such that you come into 
contact with all sorts of sufiering peopie—old and young, 
rich and poor. Never become excited but have patience. 
Prove that medicos are honest, punctual and well disci- 
plined than others. Respect your elders and teachers. 
Never undertake any strike. From your own associa- 
tion, contact the college authorities if you have any 
grievances for a healthy settlement. Do not be misled 
by the politicians. -Do not enter into politics during 
your course of study. You can study politics but do 
not apply in action. Work hard and try to come out 
successtully every year in your examinations. Never 
forget your pareuts and guardians who are already over- 
burdened. 

1 appeal to you all to enrol as members of Indian 
Medica! Association, the parent organisation of our 
protession after you are graduated. 


RESOLUTIONS 


‘ The following resolutions were passed at the con- 
erence : 

1. This Conference urges the I.M.A. (Centre) to 
reiterate its stand taken in Jaipur in 1955 on patent law 
and direct all the State Branches to take a firm stand 
for the abolition of the law and make invention on foods 
and drugs, non-patentable on the lines of recommenda- 
tions in the case of inventions in the field of Atomic 
energy. 

2. This conference requests the Government of 
Andhra Pradesh to make tull use of the medical man- 
power in the State in the implementation of the Third 
Five Year Plan by creating part-time. service in various 
fields of health and enrolling the private practitioners 
who are willing to join such service. 

3. This conference deprecates the idea of introducing 
shitt-system in the Medical Colleges and appreciate the 
stand taken by the State Health Minister. 

4. ‘lms conference views as retrograde, the recom- 
mendations of the Pianning Commussion to restart the 
Licentiate course to overcome the shortage of medical 
personnel in the country as such a step will create fresh 
—- in the very near future when the country will 

confronted with the surplus of medical men. 

5.. This conference is of opinion that Government 
servants, Central and of State should be allowed to have 
the choice of having his or her doctor who is registered 
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and who is in practice or in service and reimbursement 
should be made on bills produced by the patients by 
the Centre or State as per the scheduled rates. 

6. This conference resolves that medical personnel 
should not be made to work under non-medical men 
in Primary Health Centres or other Community Develop- 
ment Projects as dual control on them by B.D.O.s as 
well as higher Health authorities will not be conducive to 
the progress of such centres. The Medical Personnel in 
these projects should be under the control of the Dis- 
trict Medical Officer. 

7. This conference recommends to the Government 
to grant a risk allowance of Rs. 100/- per mensem in 
addition to the existing remuneration to doctors —— 
in Anti-leprosy Schemes, Tuberculosis Clinics, X-ray an 
Radium Units, Pathology and 
hospitals. 

8. Resolved that scholarships for medical work 
should be instituted in Medical Colleges for students 
willing to opt to serve im rural areas for a limited 
period, after finishing their Medical Education. 

9. This conference resolves that the Public Health 
Department supply vaccine lymph to any doctor who 
requires the same for use on payment of necessary 
charges if any. 

10. Resolved that the Government of Andhra Pradesh 
be requested that the promotions to the cadre of Civil 
Surgeons in the general line like the Administrative 
Posts of District Medical Officers, Superintendents of 
Headquarters Hospitals, R.M.O.s of General Hospitals 
and other administrative posts of equivalent rank, from 
among the Ass.stant Surgeons be d on seniority 
only; that the academic post-graduate degrees or dip- 
lomas be taken into consideration for promotion of 
Assistant Surgeons as Civil Surgeons in the teaching 
cadre in the Medical Colleges and Teaching Hospitals, 
where the academic domain of the promotees is coufined 
to teaching or work only in their speciality. It is fur- 
ther resolved that the Government of Andhra Pradesh 
be requesteed to amend the G.O.M.s No. 2837 Health dated 
10-12-00 issued all of a sudden changing the service 
cond.tions of Assistant Surgeons already in service which 
is causing frustration and dissatistaction amongst a large 
section of Senior Assistant Surgeons with basic M.B.B.S. 
degree qualification but with a brilliant record of service 
and all-round experience aspiring for promoiions in the 
general line a restore conditions of promotion of 
Assistant Surgeons as Civil Surgeons in the general line 
which existed before the issue of the G.O, in question in- 
cluding the rescinding of the newly laid out condition 
that Assistant Surgeons with basic M.B.B.S. degree 
qualification would be eligible for promotion in the gene- 
ral line only afier completing the age of forty-five years. 

11, Resolved to reiterate the request to the State 
and Central Governments to liberalse the import of 
life saving anti-malarial drugs hke Nivaquine, Av.ochlor, 
Camoquin and Resochin. ‘there is acute suffering due 
to non-availability of these drugs. 

Moreover, many peopie are sensitive to quinine and 
their lives could be saved only by the admimistration of 
one of these synthetic anti-malarial drugs. 

12. The Central Government has passed orders that 
medical officers serving under the Central Government 
may be granted special casual leaves (without ge 
ordinary casual leave) to attend the conferences 
meetings of the Indian Medical Association when they 
are speakers, delegates and invited members at s 
gatherings. 

13. Resolved to request the Government of Andhra 
Pradesh tu extend the same facilities to medical officers 
working under the Government of Andhra Pradesh. 

14. Resolved to reiterate the request to the Central 
Government to further amend the Indian Medical Council 
Act of 1956, so that the Medical Licentiates are placed 
in the first schedule of the Register in which the names 
should be alphabetically arranged. 

1S. Resolved to request the Government of Andhra 
Pradesh to open Mental Hospitals attached to each Medi- 
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cal College in the State. The incidence of mental 
diseases has greatly increased and no general practitioner 
can manage without adequate knowledge of mental 
diseases. In view of the above resolution, it is mecessary 
to request the Government of Andhra Pradesh not to 
think of closing the existing Mental Hospital at Visakha- 
| gpa which has been serving the people of that region 
over 80 years. 

16. This conference notes with regret that the 
Indian Medical Association, Andhra Pradesh has not been 
taken into confidence in the formulation of the Five 
Year Health Plans, nor has its representatives been co- 
opted in any of its committees by the Government of 
Andhra Pradesh in spite of the Association offering re- 
peatedly its co-operation. We hope that the Government 
will hearken to and take help from the Indian Medical 
Association which is the only organisation of modern 
scientific medical personnel in the State. 

17. The conference reiterates its stand taken in the 
last year’s conference about the 1958 Amendment Bill 
of the Pharmacy of 1948 and once again deplores powers 
given to the State Government in the Amendment Act 
to recognise unqualified medical men against the Indian 
Medical Council Act as ‘“‘Persons practising modern scien- 
tific system of medicine for the purpose of the Act”, 
consider this step as only encouragement of quackery 
by the Government and regret that amendment is not 
repealed in spite of countrywide protest, from various 
medical men and the Indian Medical Association in 
the States as well as Centre for over 2 years. 

18. This conference considers that it is high time 
that at least voluntary Health Insurance should be start- 
ed in our country for cl of people instead of the 
Government simply subsidising the Contributory Health 
Scheme for its employee and also being satisfied that 
the industrial workers’ health is covered by E.S.I. Cor- 
poration. 

19. This conference requests the Life Cor- 

tion of India in Andhra Pradesh to allow all the 

egistered Medical Practitioners in modern medicine to 
examine imsurance cases, instead of restricting to a few 
selected doctors as is the case at present which in the 
long run creates vested interest and makes the proce- 
dure of insurance examination totally unsatisfactory. 

20. This conference is of the opinion that the finan- 
cial outlay for Health in the Ihird Five Year Plan does 
not appear to be sufficient to provide the services which 
are envisaged under the plan. The Indian Medical 
Association has recommended that at least 15 per cent 
of the total outlay on the Third Plan should be earmark- 
ed for the Health Programme and the Central Council 
of Health has recommended 10 per cent. 

21. It is not understandable that only an eye wash 
outlay of 43 per cent has been recommended by the 
National Development Council even when 5°8 per cent 
was earmarked in the Second Plan. The country’s ad- 
vancement can be scaled only in terms of the health of 
the population and as such we hope that the Council 
will reconsider its views and provide more for 
the health purposes so that the schemes for water supply 
and drainage and eradication of communicable diseases 
can be effectively implemented during the plan period. 

22. This conference of the Indian Medical Associa- 
tion regrets to inform its members that in spite of the 
recommendations of the Pay Commission along with 
whole-hearted support of the I.M.A., nothing tangible is 
conceded by the Railway Board to the grievances of 
the Assistant Surgeons. It is further deplored that 
authority dd not mention anything regarding Gazetta- 
tion of their posts and the questions of giving non- 
practising allowance has yet been kept under considera- 
tion. This comference once again would like to refer 
the matter for reconsideration particularly with regard 
to giving them the status of ‘“‘Gazetted Officer” to 
the authority with the expectation, that it would draw 
Se, en and giving due importance, issue de- 
ma 
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BRANCH NOTES 


ALMORA BRANCH—At a meeting on 1-10-60 the 
following office-bearers were elected: president—Dr. S. 
P. Jain (now in Deihi branch) ; vice-president—Dr. A. A. 
Rawat; secretary and treasurer—Dr. R. D. Sharma (now 
in Sitapur branch, present incumbent—Dr. N. S. 
Chande.) ; jt. secretary—Dr. M. Masih. Dr. V. K. Verma 
gave some interesting case reports. Dr. Masih entertained 
the members to tea. 

A meeting was held on 24-11-60. Ten members were 

sent. Dr. S. P. Jain opened discussion on some cases 
including Hyadatid Cyst of Liver, Spleen and Lungs, 
Wilms’s Tumour, Haematocolpos and Cancer Caecum. 
Dr. Masih discussed the latest treatment ot Leprosy. Dr. 
K. G. Perwal spoke about Manifestation of Leprosy and 
Syphilis in the Eye. Dr. Rawat entertained the members 
with refreshments. 

Another meeting was held on 24-12-60. Dr. S. P. Jain 
presided. Dr. V. K. Verma presented cases of Lump in 
Epigastric Region, Hyadatid Cyst of Liver, Non-union of 
Fracture Hamerus, A warm tarewell was given to Dr. 
S. P. Jain on his appointment as Additional Professor of 
Surgery, Azad Medical College, New Delhi. Members of 
the District Hospital entertained the members to tea. 

A special meeting was held on 30-1-61 to observe the 
Anti-Leprosy Day. The venue was the Leprosy Hospital, 
Almora. Dr. G. Thapa was in the chair. Some guests 
and about 40 patients of the Leprosy Hospital were pre- 
sent. Dr. V. D. Agarwala read an interesting paper on 
Leprosy and dealt with its history and treatment, the 
socio-economic problems and rehabilitation of patients. 
Dr. Masih also spoke on the subject. Some paticnts also 
spoke. Dr. Masih was At Home to membets. 


BAREILLY BRANCH-—A batch of 31 medical practi- 
tioners and servicemen attended the zonal conference at 
Moradabad. After the usual routine business, the in- 
augural address was given by Dr. P. N. Wahi of Agra. 
This was followed by an interesting scientific programme, 
the chief speakers being Drs. P. N. Wahi, S. P. Srivas- 
tava, Katari, M. L. Sharma, K. S. Mathur, Bhalla and 
P. O. Jaiswal. 

A clinical meeting was held on 18-3-61. The speaker 
for the day was Dr. Zehran of U.A.R., Virologist, Indian 
Veterinary Research Institute, Izatnmagar. Thirty-five 
members attended. After the president had introduced 
the speaker Dr. Zehran gave a 2%-hour talk on Virol 
explaining it very ably under the heads of definition, dis- 
tribution of viruses, their classification, serologic pro- 
petties, haemagglutination, action on RBC, multiplica- 
tion, genetics, persistent virus infections, and interfer- 
ence phenomena. The president thanked the speaker for 
his learned and illuminating discourse. 

A clinical meeting was held on 283-61. About 40 
members attended. Dr. S. C. Chatterjee spoke in detail 
on Early Diagnosis of Pulmonary Tuberculosis and Reha- 
bilitation of Cured Patients. Dr. B. B. Rai spoke on the 
Rehabilitation Scheme sponsored by the Government. 
Tea and light refreshments were served. 


BHOPAL BRANCH —During the first quarter of the 
year, the newly elected office-bearer made t efforts 
to increase the membership which as a result rose from 
47 to 88. Regular fortnightly meetings have been held. 
_ The branch has started a voluntary rural medical re- 
lief programme. Many members have volunteered their 
services. One centre has been opened at Misrod, a 
village about 8 miles from B l. A team of six to 
seven doctors are visiting the village once a fortnight. 
Apart from the treatment of the sick the team is also 
looking into the preventive side. The village school- 
children’s health is being examined. A total of 4 such 
centres is planned. The branch is also associating freely 
with other organisations in family planning work. 

A clinical meeting was held on 20-3-61. Dr. M. M. 
Arora presided. Thirty members were present. Dr. 
Bharat Bhushan presented a case of Bilateral Prepelvic 
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Formation of the rs god Calyx of the Ki . Dr. R. 
Balchandani presented a case of Lymphatic Gland Meta- 
stasis and Osteolytic Secondaries in the Fifth Lumbar 


Vertebra. 

CACHAR BRANCH —A meeting was held on 25-2-61. 
Dr. B. Bhat.acharjee a. The members requested 
Dr. S. P. Nath to select a site for a family planning 
clinic and give a scheme in the pattern suggested by 
the I.M.A. Dr. B. Bhattacharjee demonstrated a case of a 
boy of 16 gradually developing idiocy and dimness of 
vision and headache. Major M. S. Dutta and Dr. D. N. 
Chakraborty participated in the discussion. 

GULBARGA BRANCH—At a clinical meeting held 
on 11-12-61 and presided by Dr. M. A. Hafez, Dr. H. 
Jammihal spoke on Convulsive Disorders in Children. 

On the occasion of the Mysore State Council meet- 
ing at Gulbarga on 12-2-61, the branch entertained the 
participants to a dinner. 

A clinical meeting was held on 5-3-61. Dr. M. 
Hafeez was in the chair. Dr. L. R. Deshpande eB A 
on Oral Treatment of Diabetes. Messrs. Hoechst Pharma- 
ceuticals Private Ltd. arrariged a film show. 

GHUGHUDANGA BRANCH —A meeting was held on 
29-1-61. Dr. S. S. Sarkar was in the chair. Eleven mem- 
bers attended. A resolution condoling the death of 
Souren Sengupta, Secretary, Bengal Provincial Branch 
was adopted. Hearty felicitation was accorded to Dr. T. 
N. Mitra on his return from England after completing the 
M.R.C.O.G. Dr. Mitra read a paper on Haemorrhage PV 
and Its Management. A discussion followed. 

JABALPUR BRANCH_W-The annual festival of the 
branch was celebrated on 18th and 19th March, 1961. 
Dr. S. K. Mukerji, professor emeritus of Indore inaugu- 
rated the function, Dr. G. L. Sharma, Director of Health 
Services, Madhya Pradesh being the chief guest. The 
scientific session was inaugurated by Dr. T. S. Row of 
Nagpur. The function was attended by all doctors of 
Jabalpur and eminent medical men of the state. Among 
distinguished guests were Dr. Maung Gyi, WHO Adviser 
to M. P. Government and ex-Director-General of Health 
Services, of Burma and Dr. Chamanlal, chest surgeon 
from Indore. 

Dr. T. P. Niyogi, president of the branch welcomed 
the guests. Dr. S. K. Mukherji spoke on various aspects 
of the medical profession and medical ethics. He also 
stressed the necessity of all doctors joining the I1.M.A., 
the value of family planning and betterment of the 
society and the nation. 

Dr. Sharma spoke on the importance of medical men 
keeping in touch with the rapid advances medical science 
was making. 
as Later a variety entertainment programme of dance, 
music and Hindi drama staged by members and their 
families was gone through. 

At the scientific sections the speakers were: Dr. S. K. 
Mukherjee (The Use and Misuse of Analeptics) ; Dr. 
Chamanlal (My Experience in Chest Surgery), Dr. K. 


1 B. Koshal ; Miss L. Dodeja; Dr. 8. P. Misra; Dr. K. P. 
. 3 Mehra; Dr. D. P. Agarwal; Dr. R. K, Misra; Dr. K. V. 
: ‘ Wagh; Dr. Nivasarkar ; Major Gopinathan ; Dr. (Mrs.) S. 


e Sachdeva; Dr. D. K. Gupta; Dr. Pathak; Dr. D. S. Dave 
and Dr. Surindar Singh. Dr. T. P. Niyogi and Dr. S. L. 
Goswami showed a film on Chronic Manganese Poisoning. 

The function closed on the 19th with an interesting 
programme entitled Doctor’s Night. 

JAMN AGAR BRANCH —A meeting was held on 

8-3-61 to discuss the new constitution of the branch. The 
rules and bye-laws passed by the constitution committee 
, were presented and adopted with one exception. 
cy, Dr. Rajapurkar showed some colour transparencies of 
interesting U.S. scenes. 
‘ A meeting was held on 22-3-61. Twenty-three members 
were present. The following cases were demonstrafed : 
Osteomalacia with Spontaneous Fractures by Dr. S. N. 
Shah; Hepatomegaly with Probable Malignancy of Liver 
by Dr. H. L. Patel; Traumatic Vesico-vaginal Fistula in 
a girl of 14 by Dr. G. H. Upadhyaya; Follow-up of 
Sarcoma presented earlier by Dr. H. lL. Patel. 
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School health examination was continued. So far 571 
children have been examined. Of these, 140 showed one 
or other defects. These have been notified to parents. 

KANPUR BRANCH —At a general body meeting (date 
not mentioned) a resolution condoling the death of Dr. 
R. B. Mathur, an old and prominent member of the 
branch was adopted and condolence conveyed to the 
bereaved family. 

KATIHAR BRANCH —The branch observed the Bihar 
Health Week between the 19th and 25th March, 1961. 
Dr. R. P. Sood presided at the inauguration and Shri 
S. N. Lall, Second Officer, imaugurated the function. 
The speakers were Profs. B. N. Mandal and J. -" Gupta 
and Drs. J. C. Verma, J. P. Srivastava and R. P. Sood. 
Bihar Shri competition in three groups was held. Mass 
vaccination, clearing of roads and drains and health 
examination of school children were carried out. 

STATE BRANCH—The following office- 
bearers for 1960-61 have been elected: Lt. Col. S. R. 
Parasuram—president; Dr. Chakko George, Dr. R. 
Kesavan Nair, K. N. Pillai—vice-presidents; Dr. T. 
K. Kesavan Nair—Secretary; Dr. K. G. Sangham, 
Major O. K. Sankaran, Dr. G. B. Vaman Rao—jt. secre- 
taries; Dr. G. B. Vaman Rao—treasurer; Dr. K. S. 
Venkatachala Iyer—member, central working committee, 
with Dr. M. J. Philip as alternate. 

K.G.F. BRANCH —A clinical meeting was held on 
24-3-61, 21 members being present. The followin 
presented : A case of Swelling in the Left Knee by Dr. Dr 
Vasantha Kumar; A case of a Mass in the Abdomen and 
an x-ray demonstration of a case of Round Cell Tumour 
in a Boy aged 8 by Dr. M. Punyamurthi; an x-ray 
demonstration of a case of Tuberculesis of the Thoracic 
Sp'ne; an x-ray demonstration of a case of Fracture 
Skull and another case of Fracture Pelvis. 

LOHARDAGA BRANCH —A general meeting was 
held on 13-11-60. In the absence of the president Dr. J. 
C. Reba took the chair. Four other members were 


present. 

of the last meeting were read and con- 
firmed. ‘he accounts of the Behar Health Week were 
presented. ~—- following office-bearers for 1960-61 were 
elected: Dr. D. K. Kare—president; Dr. Miss Dayal— 
vice-president; Dr. P. B. Roy—secretary. 

Another meeting was held (date not mentioned). Dr. 
D. K. Kare was in the chair, 3 other members being 
present. As there are only eight members in the branch, 
of which four were not available, it was found not 
possible to observe the Health Week this year. 

MADHIPURA ~Ten members attended a 
meeting held on 28-2-61, presided over by Dr. R. P. 
Singh. After routine business it was decided to observe 
Bihar Health Week from 19th to 25th March, 1961. 
Drs. G. Prasad, R. Ghosh, R. Bhagat and H. N. Das 
were elected delegates to the IMA conference. Dr. R. 
Bhagat was selected tative to State Council and 
Dr. G. Prasad to the Central Council. 

A condolence resolution on the death of Dr. 

Gupta, formerly head of the department of sani 
at Patna and Darbharga Medical Colleges was pas 

MADHUPUR BRANCH—A varied programme was 
gone through during the Health Week from 19th 
to 25th March, 1961. The inauguration was done by Sri 
R. P. Shaw, ex-chairman, Madhupur Municipality, the 
inaugural address being given by Sri S. P. Sinha, Circle 
Officer. The programme included lectures on family 
planning, infectious diseases, filariasis, food and nutri- 
tion, tuberculosis, and leprosy; mass inoculation and 
vaccination; school health examination; display of 

ters, handbills and leaflets; cinema shows and a 

by show. 
YA KERALA BRANCH —At a meeting held 
on 15-1-61 with Dr. T. U. Punnar in the chair and 18 
members attending, the following office-bearers for 1960- 
61 were elected; Dr. V. J. Patankar—president; Dr. 
(Mrs.) Rosakutty Antony—vice-president; Dr. J. M. 
Varkey—secretary; Dr. C. K. B. Menon—treasurer; Dr. 
T. Punnan—representative to State and Central 
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Councils. It was decided to change the name from 
Alwaye-Parur to Madhya Kerala. Dr. (Mrs.) Patankar 
spoke on Common Ailments of Women. 

A meeting was held on 12-2-61. Dr. V. J. Patankar 
was in the chair. Dr. M. Zacharia presented a case 
of Infantile Billiary Cirrhosis, followed by a discussion. 
Dr. V. R. Papali read a paper on Antihistaminics. 
Twenty-two members were present. 

At a meeting held on 19-3-61 and attended 25 
members. Dr. K. C. Paul gave two lectures on Corti- 
sone Therapy and on Diabetes. 

MARHOWRAH BRANCH—Health Week was ob- 
served by the branch with great enthusiasm between 
19th and 25th March 1961. Government medical units 
and Labour Welfare Centres co-operated whole-heartedly. 
The programme was spread over a radius of 5 miles 
and covered, besides Marhowrah, the villages of Husse- 
pur, Mirzapur, Salimpur and Nawtan. Baby shows, lec- 
tures and lantern slide shows on preventive diseases 
like cholera and smallpox and on family planning were 
held. Prizes were awarded to best babies. Health exami- 
nation of the entire M. E. School children and mass 
inoculation and vaccination of the public were carried 
out. 

MEDAK BRANCH —At a clinical meeting held (date 
not given) under the presidentship of Dr. Ibrahim Ali 
Khan, Dr. P. Jeevanjee spoke on the Supra-condylar 
Fracture of the Humerus and its Management. Dr. M. 
A. Azz spoke on Surgery of Harelip, Dr. V. Ragha- 
vendra Rao on Passive Surveillance in Malaria and Dr. 
Ashia Hussain on Frnctions of Primary Health Centres. 

MONGHYR BRANCH—A_ meeting was held on 
16-261. Dr. K. P. Mitra presided. It was decided that 
the branch would run a family planning clinic to be 
located at Parasando Hospital. It was also decided to 
hold a district medical conference. A paper on Haema- 
turia was read, followed by discussions. 

The district medical conference was held along with 
the branch meeting on 22-3-61 under the presidentship 
of Dr. K. P. Mitra. Refresher course lectures were deli- 
vered by Dr. J. N. Rohatgi (Squint and Common Causes 
of Blindness) and Dr. B. Dhar (Chronic Respiratory In- 
fections). The meeting terminated with a dinner ar- 
ranged by Dr. S. Banerjee. 

NAGAUR BRANCH—A meeting was held on 26-2-61. 
Dr. O. C. Mathur presided. Eight other members were 
present. The following office-bearers for 1960-61 were 
elected : Dr. O. C. Mathur—president; Dr. K. D. Sharma 
—vice-president; G. M. Mathur—hony. secretary. 

The house agreed to the suggestion that meetings 
should be held at different places in the district. 

The question of formation of a district Tuberculosis 
Association was discussed. 

BRANCH —A meeting was held on 21-2-61. 
Dr. S. S. Yadava presided, six other members being 
present. After routine business, the secretary read the 


progress report and requested members to enrol more 
members and help in the work of the Health Week. 
The local programme for the Health Week was chalked 
out 


Dr. Yadav entertained the members with refresh- 
ments. 

The annual report shows that there were 40 mem- 
bers. Eight meetings were held. 

SHOLAPUR BRANCH —Regular monthly meetings 
were held during the months of December 1960 and 
January and February 1961. Instructive cases were de- 
monstrated. 

A trip to the Jog Falls was arranged. The party 
started on 20-1-1961 and reached the site of the falls next 
day with a stop-over for the night at Hubli. The Falls 
with the Mahatma Gandhi Hydroelectric Works were an 
interesting and impressive sight. 

Among distinguished guests who addressed the mem- 
bers, mention may be made of Dr. T. Ramchandra Rao, 
Deputy Director of Health who spoke on the Surveillance 
Scheme in Malaria control; Dr. A. R. Talwalkar, ortho- 
ay surgeon who dealt with many orthopaedic pro- 

lems and Dr. R. G. Ginde, Neurosurgeon who spoke 
on Certain Features of Neurosurgery. 

A farewell function was held to bid bon voyage to 
ee B. Kulkarni on his departure to Cardiff for higher 
studies. 

Drs. M. J. Chidgupkar, V. D. Kirpekar, R. B. Kar- 
khanis, J. V. Rangnekar and V. G. Vaishampayan attend- 
ed the All-India Surgeons’ Conference, Poona; Dr. J. R. 
Mayekar attended the All-India Anaesthetists’ Confer- 
ence, Poona; and Dr. M. V. Albal attended the All- 
India Onhth»lmo'logists’ Conference, Hyderabad. 

SINDRI BRANCH —The Bihar Health Week was 
Observed by the branch between 19th and 25th March, 
1961. The Resident Director of the Fertiliser Corpora- 
tion of India, Sindri Unit, Sri K. Ramchandra _ in- 
augurated the function which was presided over by Sri 
D. L. Deshpande, Bihar Institute Technology, Sindri. 
Dr. N. P. Tripathy, vice-president, All-India Pamily 
Planning Association, spoke on family planning, Dr. B. 
C. Aich, president of the branch, explained the aim and 
objects of the Week. 

Other activities included a health exhibition, film 
shows on family planning and other health topics, baby 
shows, physical feats, mass inoculation and vaccination, 
health examination of school children and refresher 
course lectures on Coronary Ischaemia by Dr. Swami- 
nathan Prasad and Chest Surgery in Tuberculosis by 
Dr. K. K. Sinha. 

SITAPUR BRANCH —A social meeting was held on 
26-2-61 at Maholi at the instance of one of the members 
who is a medical officer there. At the outset 2 minutes’ 
silence was observed and a condolence resolution passed 
on the death of India’s Home Minister, Shri G. B. Pant. 
The host entertained all to a sumptuous dinner. 


XIV GUJARAT, SAURASHTRA AND KUTCH TERRITORIAL MEDICAL 
CONFERENCE, 1961. RAJKOT 


~The 14th Gujarat, Saurashtra and Kutch Territorial Medical Conference will be held at Rajkot (Saurashtra) 


on 6-7 May, 1961 instead of 13-14 May as announced before. 


Dr. Amubhai P. Shukla of Ahmedabad will preside. 


The scientific session of the conference will hold a discussion on Diabetes Mellitus and symposia on Hyper- 


tension and Rural Medicine. 


Further information will be available from Dr. Trilokbhat M. Shah, Hony. Organising Secretary of the Confer- 


ence, Sri Lakhaji Raj Road, Rajkot (Saurashtra). 


Poona will preside. 
Baliga of Bombay will inaugurate the scientific session. 


III MAHARASHTRA TERRITORIAL MEDICAL CONFERENCE, 1961, NASIK 


The 3rd Maharashtra Territorial Medical Conference will be held on May 7-9, 1961. 
Dr. V. R. Khanolkar of the Indian Cancer Institute will inaugurate the conference. Dr. 


Further information may be obtained from Dr. D. V. Kulkarni, Organising Secretary of the Conference, Nasik City. 


Dr. R. V. D. Sathaye of 
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Modern Pharmacology & Therapeutic Guide 
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for chemotherapy of tuberculosis 
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P. A. S. has been proved to be of immense therapeutic value in the treatment of 
Tuberculosis as a compulsory adjuvant to Streptomycin. 


PAMICYL 


is our Brand of P.A.S. available as Sodium and Calcium salts and also as 


PAMIZID 


with Isonicotinic acid Hydrazide and Vitamins and lately as 


ANAZID 


Isoniazide salt of P. A. S. acid chemically combined. 
Effective even in resistant cases in doses of 600 mgm. per day. 


Details from:— 


G. D. A. CHEMICALS LTD., 


MANUFACTURERS OF PARA-AMINO SALICYLIC ACID (P. A. S.) 
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HAMATINIC Tablets 


A better combination for 
Iron deficiency Anzmias... 


Each tablet contains 
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with regard to tolerance, taste and better stability. 


Ww 


 Feonaving FARMAVIN LABORATORIES PRIVATE LIMITED, 


PLOT 4/5; SCHEME 6, ROAD NO. 24, SION WEST, BOMBAY 22 


| 

= } 

! 

rt 


HEALTH’S 
NAVARATNA 
A well balanced combination of proved Indigenous 
—a really broad spectrum nutritional tonic— 
Grogs and _ Remarkable Metabolic Acid to vigorous Health 
NEW SYNTHETIC SPASMOLYTICS. & Long Life ..... For All Patients 
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( and Ortho-methoxy-phenoxy-propandiol } * Digestive enzymes to | Diastase 500 mg. 
Very palatable and free from untoward reactions aid digestion. Pepsin 125 mg. 
* Whole natural B-Com- Papain 75 mg. 
Not habit forming. plex from liver & Proteolysed 
Yeast—plus crystal- | liver 250 mg. 
VERY EFFECTIVE IN RELIEVING BRONCHIAL line B. Factors. |.» Casein 250 mg. 
* Lipotropic agents in | Ext. Yeast 200 mg. 
SPASMS, CONTROLS COUGH & COLD SPECIALLY maintaining liver | Vit. B, 3 mg. 
functi d to | Vit. 2 4 
INDICATED IN WHOOPING COUGH AND ALL 
generation. | Niacinamide 50 mg. 
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